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Medical Aspects of Refractive Problems* 


John N. Evans, M.D. 





THE author shows the rdle of the ophthalmologist as diagnos- 
tician. 








The “Eye Man” at the Turn of the Century 

When we look back upon the science of ophthalmology in relation 
to internal medicine, we find that the picture has changed so radi- 
cally in the past quarter century as to require redelineation. A 
discussion of certain aspects of its general diagnostic usefulness 


seems timely. 
A review of ophthalmic literature at the turn of the century dis- 


closes a school of ‘“‘“eye men,”’ who, with Gould as leader (the same 
Gould who provided a medical dictionary), contended that the cor- 
rection of errors of refraction resulted in the cure of innumerable 
ailments far beyond the claims of modern ophthalmology. There 
was a growing tendency, however, to include the more conspicuous 
eyeground studies in their offerings, but rarely do we find entities 
described other than the so-called classical, albuminuric retinitis, 
primary optic atrophy, or papillitis. 

The “‘eye man” of that day was looked upon as a rather helpless 
creature. He had apparently deserted his medical training and had 
become entirely dependent on his professional brethren to run down 
the etiological background of iritis, ocular palsies, etc. In fact, this 
relation was so strongly impressed, that he was subject to criticism 
as overstepping his field if he discussed medical aspects of a case in 
any detail. As a consultant, he was supposed to limit his efforts to 
the visual organ, usually only the eyegrounds, and from this single 
source make a precise diagnosis of, for example, a particular form 


* Presented at the Twenty-fifth Anniversary of the founding of the Mexican Society 
for Prevention of Blindness, Mexico City, August 13-21, 1943. 
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of kidney disease. This appears most unreasonable when we realize 
that the ironbound classifications of kidney disease, as then in 
force, had to be abandoned as worthless. The generalities of Voll- 
hard and Farr were substituted. It was not at all uncommon to 
have him looked down upon because he had not been able to decide 
whether a slightly blurred optic nervehead was due to pressure or 
an early inflammatory process, a differentiation which often cannot 
be made in the microscopic section. In fact, he was limited to a 
“‘snap diagnosis.” 

This intolerable position of ophthalmology was perhaps due to 
the state of flux in which all medicine found itself, because of the 
enormous expansion it was undergoing. There was an acute pressure 
for subdivision of work in order to develop the necessary degree of 
skill called for by the application of the methods of refined physi- 
ology and pathology, which were then being applied to clinical 
medicine. 


The Ophthalmologist of Today 

There is no longer any excuse for the existence of that outmoded 
and anomalous creature, the ‘“‘“eye man.”’ He was once the parasitic 
helpless embryo. The ophthalmologist of today completes his own 
medical review of a case and calls in a fellow consultant only for the 
unusual problem. During the last twenty-five years the ophthal- 
mologist has developed as a general diagnostician so that it is not 
uncommon for him to have outstripped the so-called ‘family 
doctor”’ in his own field. 

This has been called an age of specialization, and it is said that 
the effect is very narrowing. This statement is made of ophthal- 
mology by those who have not noted the expansion of the specialty 
in the last quarter century. No specialty has a right to exist unless 
it keeps its field intimately related to medicine as a whole. In order 
to appreciate the full meaning of this close interrelation, let us con- 
sider a concrete instance as met in whole, or in part, in the daily 
routine of private practice. 


Referral of Patient 


A general practitioner refers a patient to an ophthalmologist. The 
patient in middle life brings a statement from the referring physi- 
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cian to the effect that the patient’s general physical health is good. 
Upon inquiry the ophthalmologist finds that the physical review 
consisted of a very meager history, supplemented by voluntary 
statements from the patient; percussion and auscultation of heart 
and lungs; a blood pressure record, and a drug-store urinalysis. The 
patient’s ocular complaints are simply that he has been suffering 
from blurred vision and, on occasion, sees black specks floating 
before his eyes. He is also annoyed by the presence of yellowish 
chamois-like patches on his lower eyelids. He has noted that his 
glasses, which were originally prescribed for farsightedness, no 
longer give him distinct distance vision; but he is elated by the 
fact that his near vision has apparently improved so that he no 
longer needs separate glasses for reading. 

These complaints immediately suggest the need of a detailed 
medical history and imply the necessity of special questioning along 
certain lines. The basic points in the history show that the patient 
had a mild attack of influenza eight weeks previously. He did not 
recover from this rapidly as the infection was complicated by a 
moderately acute attack of follicular tonsillitis and acute bron- 


chitis. The patient thinks he has been passing unusual amounts of 
urine, having to arise twice at night. 


Ophthalmological Examination 

As a primary and fundamental step in the examination, the 
ophthalmologist undertakes a study of the eyeglass problem. As the 
result of the “‘refraction,’’ he finds that the patient has become 
nearsighted, as compared with an examination made one year 
previously. 

The systemic implications of these findings are very portentous, 
when we consider the possible mechanisms bringing about such an 
alteration. The transparent media of the eye have a certain refrac- 
tive power which is in effect altered by the biological processes in 
general and usually undergoes a certain pattern of changes during 
the life of a healthy individual. For instance, farsighted people 
tend to become slightly more farsighted up to puberty. The refrac- 
tive error then decreases gradually until maturity (20-30 years), 
then remains relatively stationary. A patient may become slightly 
less farsighted after the age of sixty. During his adult life a moder- 
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ate amount of astigmatism may disappear around the fortieth or 
fiftieth year, to reappear at an opposite axis. 

The eyes ordinarily are not nearsighted at birth. Some eyes may 
gradually become so; and myopia is discovered when the child 
starts school. It usually increases until the individual has passed his 
periods of rapid development, and then remains fairly stationary 
for the rest of his days. Beginning at about forty years of age an- 
other change, called presbyopia, or ‘‘old eye,’’ appears, wherein the 
refracting tissues lose their natural elasticity and no longer can be 
(sufficiently) modified for near vision by the muscles of accommo- 
dation. Additional reading lenses then become necessary in increas- 
ing strength, in proportion to the patient’s age. We say he has 
become presbyopic. 

When these usual evolutionary patterns of refractive errors are 
radically departed from, the ophthalmologist must not be content 
until he has explained the etiological mechanism. Measurements, 
taken from the subject’s eye to the point at which he reads fine 
print most distinctly, may also give very valuable information. If 
one eye focuses best at a greater distance than the other, we have 
added data of significance well nigh equal in value to that obtained 
by refraction. This simple procedure should be used by every 
internist as a possible aid to any physical survey. Interpretation of 
such findings must, however, be left to the ophthalmologist in 
order that purely ocular conditions may be ruled out. 


Glaucoma 

The case cited above demands special study to that end. Perhaps 
one of the first things to suggest itself when this change has come 
about in middle life, is glaucoma. The ocular tissues have taken on 
a much greater watery content so that the pressure within the eye- 
ball is increased and the index of refraction is slightly modified. The 
crystalline lens is moved forward,* thereby throwing its focus for- 
ward off the retina, or the eyeball itself might have become en- 
larged by stretching, thus moving the retina backwards. The ciliary 
muscle is often much weakened so that it can no longer adequately 


* This can hardly be a major factor, however, as a forward movement of the lens of 
1 mm. will result in only .6D change in the refraction. The entire distance from lens to 
back of cornea is only 3 mm. so that the maximum possible change could not produce 
variations large enough to correspond with those often found. 
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modify the lens curvature. The most characteristic change of glau- 
coma is the rise of pressure within the eye. It is not sufficient just 
to measure this pressure with the tonometer. It is necessary for us 
to seek other evidence of glaucoma. This means study with the 
corneal microscope and slit-lamp, studies of the visual fields, meas- 
urement of the size of the pupil, and even our so-called provocative 
tests, to determine whether the condition is in its doubtful border- 
line stages. 

The object of the provocative tests is to unmask early evidence 
of glaucoma and to disclose sensitivities and idiosyncrasies of the 
particular case. To this end it is often necessary to study the pa- 
tient in the hospital for twelve hours continuously. His visual fields 
and ocular pressure, his pupillary changes, vision and blood pres- 
sure, etc., are studied while the subject is reclining and again when 
he is standing. They are repeated after he has imbibed water, after 
caffeine has been administered, after the pupil has been dilated, 
after the subject has been kept in a dark room, and after ocular 
and systemic medication. 


Beginning Cataract 

Let us assume, then, that glaucoma has not caused this change in 
the refractive condition of the patient’s eyes. We must next con- 
sider the possibility of a beginning cataract.* Such a change need 
not necessarily come on in an old person but it is very rare to find 
in people under fifty.j| They may refer to this change as “‘second 
sight”” when they discover reading glasses are no longer necessary.t 
Cataracts are diagnosed from the history, by ophthalmoscopic 
study, then with the slit-lamp, corneal-microscope and so forth. 
During such an examination, it is necessary to be sure that a 
secondary cataract is not developing; that is, one having its origin 
primarily in a systemic disease. The examiner must keep in mind 


* Other purely ocular lesions can cause changes in refraction (ptgerygium, post- 
operative changes after cataract extraction, transplantation of muscles, traction by scar 
tissue, pressure of eyelid growths, etc.) by mechanical distortion. A change in the radius 
of curvature of the cornea of only .18 mm. produces one diopter of astigmatism and is 
enough to give rise to marked symptoms (3). 

t According to Parsons (6) who quotes Frey, the youngest case of diabetic cataract 
on record is a child of five years. 

t This need not necessarily imply that the subject is going to lose his vision through 
cataract development as the process may be of very slow progress. In fact, some authors 
(4) think such a change means vision is about to attain a certain useful stationary level. 
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focal infections as of the teeth, tonsils or intestines, which give rise 
to iritis and choroiditis. Rarer conditions, such as tetany, Marfan’s 
disease, dystrophia myotonica, the benzene poisonings, (2) etc., must 
not be overlooked. 

In recognizing such conditions, there are, of course, certain 
points of a suggestive nature which have been brought out in taking 
the history. The patient may admit that he does not see quite so 
clearly as he formerly did. Blurred vision due to cataract has its 
own characteristics. For instance, the patient with optic atrophy 
complains that his vision is blurred by a fog-like haze which seems 
to fill space before him. Intraocular hemorrhages give rise to a 
curtain-like effect, which may later appear amber in color. A pa- 
tient who has retinal disease may complain that objects look dis- 
torted, whereas if he has opacities of the vitreous he may complain 
that objects seem to be obscured by the darkening effect of a black 
dust. And so, in cataract, patients will complain that familiar ob- 
jects have fringes on them; that letters look raised on the page, 
that lights have streaks and rings about them, and that vision 
varies greatly. 


Diabetes 

Let us conclude, in this particular instance, that we have not 
been able to discover evidence of glaucoma or of cataract. The 
next most likely possibility is diabetes melitis. We have already 
suspected the possibility of this disease from significant facts in the 
history, and we found that it is not sufficient to eliminate this pos- 
sibility on the basis of a urinalysis. We must insist on a blood sugar 
determination. There has been much discussion as to the cause of 
this radical change in the refractive error in diabetes (5). In some 
instances, the change comes on only with the advent of the disease. 
In other instances, it occurs later, and it may be transient or 
permanent. The refractive change may come and go once or it may 
occur repeatedly, and it does not necessarily affect both eyes at the 
same time or equally. It may or may not be associated with the 
administration of insulin. 

The index of refraction could not be raised sufficiently by the 
amount of sugar capable of entering the eye to explain the phe- 
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nomenon. At the present time, it is assumed on fairly secure 
evidence, that this effect is brought about by change of form or 
position of the crystalline lens due to modification of its water 
balance* or to unknown metabolic toxins. A modified ciliary muscle 
can bring about apparent anomalies of the refractive error, but this 
can probably be minimized in this instance for many technical 
reasons. There actually seems to be no theory which fits all the 
facts for the explanation of atypical changes in refraction. Changes 
of lens curvature as a whole, as of the various laminated layers, is 
less accepted by many as the basis of the changes. Perhaps this is 
only because so many data are missing on intrusive lens changes 
during accommodation, and from year to year. The absence of the 
classical diabetic retinitis or the so-called pathognomic eye sign, 
lipemia retinalis, gives helpful but not positive evidence of the 
absence of hyperglycemia. 


Other Conditions 

We shall now suppose that we have not explained the change of 
refraction, in this particular subject, on the basis of diabetes. One 
must then consider other factors. In the experience of the writer, 
such a change has been discovered in adult life in patients who have 
suffered radical loss of weight (20-30 pounds) in a short period of 
time and most particularly to patients the subject of neoplastic dis- 
ease in other organs and may or may not be associated with X-ray 
or radium treatment of such cases. Rarely such a change is seen in 
hyperthyroidism, but the advanced state of the disease soon diverts 
attention to the various other ocular changes. We need not con- 
sider them here. 

Liquefaction of the vitreous humor during the course of inflam- 
matory disturbances in that tissue is common. Changes in refrac- 
tion have been reported in such cases. This is very hard to interpret 
because in an eye which has suffered such damage, many of its 
other structures are involved which might be the basis of the dis- 
turbed refraction. In this particular case, it is not unlikely that the 
myopia which developed quite suddenly during the last few weeks 
of the respiratory infection was the indirect result of the adminis- 


* It is obvious that this may also be related to the acid-base balance. 
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tration of a sulfonamid* (7) given when a tentative diagnosis of 
lobar pneumonia had been made. Myopia produced by this agent is 
usually temporary, so that gradual recovery to the original refrac- 
tive state is anticipated. The mechanism of its action is thought to 
be similar to that caused by diabetes. It is at once evident from the 
above that the whole series of possibilities outlinedt becomes ap- 
parent by a study of the history and that recognition of the 
significance of the refractive changes was paramount. Had this pa- 
tient been unfortunate enough to consult only the average optome- 
trist or a careless ophthalmologist, the prescription for eyeglasses, 
without further consideration, could easily have resulted in death 
or permanent blindness.{ No one would have suspected that a clue 
to any one of these quite correctible conditions had been passed 
over through ignorance of very simple and basic medical facts. 
Intelligent questioning of the patient when obtaining the history 
demands a well founded medical background and experience with 
these various disease possibilities. 


Meaning of “Spots Before the Eyes” 


Our detailed consideration of the refractive problem disclosed 
certain collateral evidence which, though not directly contributory 
to the diagnosis, must be analyzed and interpreted if our study is 
to be completed. We recognize, moreover, that any changes in the 
transparent tissues of the eye may modify the refraction. Thus we 
have not explained satisfactorily the symptoms of which this pa- 
tient complained in describing the “‘buglike objects’ which an- 
noyed him. “Spots before the eyes’ may be anything from a 


* E. Ellett (3) discusses a great variety of factors which are capable of modifying the 
refractive state of the eye and the mechanism which may explain them. He mentions 
quinine poisoning and cites cases but points out that even a saturate solution of quinine 
would not elevate the index of refraction, as it has nearly the same index as normal 
aqueous humor. The complications which confront us are well illustrated by a case re- 
ported by Tron to which Duke-Elder refers (Practice of Refraction, 4th Ed., 1943, p. 79, 
Blakiston). Though the eye was practically of normal size, 22.39 mm., the refractive 
error was actually —20.00. If the myopia had been due to over-size of the eyeball, it 
would have measured about 30 mm. in diameter. It is obvious that the myopia in this 
case was entirely due to a change of the index of refraction. 

t No attempt has been made to cover other rarely encountered conditions which could 
produce such changes. Alvaro (7) mentions a number of rare conditions which are said 
to have caused marked changes of refraction. 

t This is no far-fetched supposition. We see the results of such ignorance in everyday 
practice. 
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shadow of one’s own blood corpuscles to manifestations of serious 
ocular damage. We have all seen the movement of the normal blood 
corpuscles (rapidly moving bright motes) as we recline in the 
dentist chair gazing at the uniformly gray sky. We see them more 
dramatically when viewing the X-ray plates against the fluorescent 
light. Possibly to be classed as physiological debris are also numer- 
ous discarded and unabsorbed embryonal remnants from the vas- 
cular system of the lens and pupillary membrane. These persist as 
minute fragments and go unnoticed for years until the ‘‘black float- 
ers’’ come to the patient’s attention and give him great concern. 
We have much to learn about these physiological disturbances but 
we do know considerably more about the pathological formations. 
The simple wear and tear of our body tissues result in gradual 
breakdown, and remnants of such degenerated tissues gradually 
accumulate in the humors of our eyes. Since the vitreous is normally 
transparent, shadows of this debris may fall upon the retina, be- 
coming evident to the subject as tremendous enlargements of the 
actual particles. The ophthalmologist can see these directly with 
the ophthalmoscope or slit-lamp. They appear to him, for the most 
part, as minute gray dots hardly visible even when magnified ten 
or twenty times. As we cannot restore youth to the aged, so we 
cannot remove or relieve these symbols of aging, and we are justi- 
fied in neglecting them only when we have satisfied ourselves that 
they are not of more significant origin. 

What are these significant origins? First, we have remnants of 
minute hemorrhages. Any hemorrhage in the eye is always of great 
significance no matter how small, and we should try to discover 
the source and the cause. We consider the causes of bleeding from 
larger vessels, such as arteriosclerosis and hypertension and kidney 
lesions, and we consider the causes of bleeding from capillaries as 
the blood dyscrasias, etc. Such pathological changes are explainable 
by thorough investigation, and our corneal microscope is particu- 
larly helpful. Besides our eyeground examination, we are often able 
to see individual red blood corpuscles, strands of fibrin, or actual 
blood clots, and even if we cannot see the site of bleeding, our 
visual field tests may give us very suggestive evidence of the gen- 
eral nature and location at which the process originated. 

Vitreous opacities may also and commonly do arise from inflam- 
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matory processes which may or may not be visible with the oph- 
thalmoscope. Such lesions give rise to exudate and often call forth 
active cellular response of the reticulo-endothelial system. These 
products may be evident as they diffuse through the transparent 
media, and their site may be located quite accurately by study of 
the visual field. Such findings may indicate the presence of a 
solitary lesion or of a diffuse process—the result of a focal infection. 
It hardly seems necessary to point out the importance of associating 
such changes with a period of a sudden loss of weight or general 
debility. In the present instance, even if a specific eye lesion were 
not discovered, it would be worth while suggesting X-ray pictures 
of the patient’s chest and other measures in order to rule out the 
possibility of systemic tuberculosis, particularly if the patient is in 
that ‘‘young adult period”’ so susceptible to the pulmonary form 
of this disease. Vitreous opacities arising from blood clots or inflam- 
matory changes usually give rise to such dense opacities that they 
cast black shadows on the subject’s retina which are so sharply 
defined that he can draw a picture showing the shape and relations 
of the larger ones. As already pointed out, radical changes of the 
index of refraction often accompany or follow disturbances of the 
vitreous humor. 

In the case of the patient under consideration, we may find 
minute scintillating specks floating about in the vitreous and our 
attention is recalled to one other sign which this patient presented 
and which must be carefully considered. It is often overlooked or 
passed by with a casual suggestion for surgical removal for the sake 
of cosmetic effect. I refer to the chamois-like yellow patch of which 
the patient complained, appearing on the lower eyelids. This sym- 
metrically placed superficial lesion is diagnosed as xanthelasma. 

The presence of the xanthelasma cannot be considered without 
serious thought of its possible relation to the whole picture of the 
xanthomatous diseases (8). For instance, the presence of general 
skin lesions typical of the ‘“‘tuberosa’’ form of disease is often asso- 
ciated with cardiovascular, liver, and pancreatic damage, while the 
desseminate form may be associated with damage to the bones, 
lungs, and brain and also with diabetes insipidus. Either of these 
forms of xanthomatosis may be associated with the insignificant 
looking yellow patch on the eyelid so that we are obligated to 
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search for other evidence of disturbed cholesterin metabolism in the 
ocular tissues. Cholesterin crystals may be found in the vitreous 
humor and in other ocular tissues and may appear in arcus senilis 
and degenerative lesions of the choroid and the retina. All these 
findings may be associated with distortion of the normal refractive 
curve. The ophthalmologist is thus obligated to refer to such find- 
ings in his report to the referring physician, and to suggest blood 
cholesterol studies as a preliminary. 

It is thus evident that from a very minor ‘eyeglass’ complaint 
on the part of the patient, we are able to unfold ophthalmological 
evidence of systemic diseases which is of utmost significance. I 
might have selected numerous other apparently trivial complaints, 
for instance, “‘tired eyes,’’ a symptom which leads us through the 
hypochromic anemias to serious cerebral lesions; I might have con- 
sidered the “aching eyes’’ of ciliary muscle cramp and shown a 
relation to colitis and vasomotor disturbances ;* I might have con- 
sidered “‘double-vision”’ and shown how it leads us into an elaborate 
study of neurological disorders, from cerebral vascular accidents of 
old people through brain tumors to multiple sclerosis of the young 
adult. Thus we find that nearly every patient past middle life offers 
tempting signs during refraction which extend the field of inquiry 
into every branch of general medicine. 


Ophthalmology—A Broadening Field 

So it becomes evident that ophthalmology is broadening, not 
narrowing, for those who apply it properly. It has eliminated the 
“eye man”’ of the past. It offers an ever expanding view of the 
future. The best proof of this lies in the fact that ophthalmology 
is progressive. It cannot be threatened with extinction as have 
other specialties by the recently discovered therapeutic group,f or 
by a reclassificationt of disease. It cannot be replaced and those 
who neglect its full facilities relegate themselves forever to the past. 


* A. Prangen (9) reports an instructive series of cases of spasm of the accommodation. 
He found a neurological or focal infection background in most of them. 

{ I refer to the extinguishing tendency of the sulfonamid drugs on the otolaryngologist 
and the genito-urinary specialist. 

t This could refer to a number of branches of medicine but might be applied especially 
— shift of syphilis from the neurologist, to the urologist, and then to the derma- 
tologist. 





How Can Ophthalmologists be of Greater 
Service to Industry in Wartime?” 


C. D. Selby, M.D. 





CITING the “Outline of Procedure for Industrial Physicians in 

Industry” prepared by the American Medical Association Council 

on Industrial Health, the author shows how such procedures 
apply to eye care and safety. 











HE ophthalmologist serves industry as a consultant in the 

handling of occupational injuries of the eyes and as an expert 
in the settling of claims for compensation involved in eye injuries. 
Industrial medicine began in a small way with the care of occupa- 
tional injuries. Over the years this has expanded into a complete 
health program in which the care of injuries, though still important, 
is relatively a minor function. 

From the title you have assigned to me for discussion it is 
assumed that you wish some suggestions as to how the ophthalmol- 
ogist can participate in the broadened industrial medical program 
and thereby extend your opportunities for service to the industries 
which are giving to the war effort. Let us work this out together. 

What is the industrial medical program? It consists of those 
medical functions which have to do with the prevention of sick- 
ness and the care of occupational diseases and injuries. The objec- 
tive is to control disabilities of occupational origin and give the 
employees the best possible health protection consistent with the 
purpose of industry, the employer’s legal responsibilities, and the 
employee’s rights in the free choice of physician for care of sickness 
and injuries not legally related to occupation. 


* Presented before the American Academy of Ophthalmology and Otolaryngology 
Chicago, Illinois, October 10, 1943, and published in the Academy Transactions. 
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These functions are specified in the “Outline of Procedure for 
Industrial Physicians in Industry’’ which was prepared by the 
Council on Industrial Health of the American Medical Association 
and published in the March 14, 1942 issue of the Journal. I shall 
quote from this, and after each section let us consider the possibi- 
lities for ophthalmological assistance and guidance to the industrial 
physician. 


Prevention 


“The physician should acquaint himself by regular inspections 
with all materials and processes used in the working environment 
over which he has supervision, to the end that he may recommend 
appropriate protection of employees from conditions actually or 
potentially harmful.” 


Suggestion.—This suggests the possibility of studies of the 
illumination of manufacturing areas, the kind of lighting that is 
best suited to the different occupations, the placement of fixtures 
and the projection of the light for best results with a minimum 
of fatigue to the eyes of the workers. 


Industrial Physical Examinations 


“‘Preplacement physical examinations should be complete. They 
should be used only for the purpose of assigning work adjusted to 
the physical and temperamental fitness of applicants and to 
maintain safe and healthful employment for all employees. 

“Subsequent physical examinations should be complete enough 
to provide positive health protection for all workers and to safe- 
guard the public welfare. Repetition of such physical examinations 
must be determined by the physician in accordance with specific 
requirements. 

“In the interest of completeness and uniformity, physical ex- 
amination forms are recommended. Personal records of this charac- 
ter are confidential and should always be kept in the custody of 
the medical department. Access to these records should be granted 
only on request or consent of the examinee. 

“The examining physician should acquaint the examinee with 
the results of all examinations or take steps to refer all conditions 
requiring correction to the physician of the worker’s choice.” 


Suggestion.—This suggests participation in the examination 
procedures. As you know, so far as eyes are concerned, industrial 
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physicians are general practitioners. Their examinations of eyes 
are necessarily superficial. They may use the ordinary Snellen 
chart or one of the devices for testing eyes. To some degree they 
check near vision and possibly the glasses that are worn, though, 
admittedly again, superficially. Unless a workman is unsighted 
the quality of his production depends substantially upon his eye- 
sight—usually his near vision. Why not propose a method of 
participation in the examination of the eyes and the glasses of 
the workers with the view to obtaining correction where needed 
and proper job placement? 


Health Education 


“The plant physician should take advantage of all opportunities 
for beneficial instruction of the workmen in hygienic living both 
in and out of the industrial environment.” 


Suggestion.—This suggests opportunities for advice to em- 
ployees on the care of their eyes, possibly talks on the use and 
health of the eyes, etc. 


Medical and Surgical Care 


“1. Treatment of Compensable Injuries and Diseases: The 
disabled worker should be free to choose his physician from all 
those licensed doctors of medicine competent to supply the re- 
quired services except in situations provided for by chapter III, 
article VI, section 3 of the Principles of Medical Ethics. This 
provides that the intervention of a third party who is legally 
responsible either for the cost of care or for indemnity or who 
voluntarily assumes partial or full financial responsibility for 
medical care does not per se cause a contract to be unethical. 

“2. Treatment of Noncompensable Injuries and Diseases: The 
treatment of injuries or diseases not industrially induced is the 
function of private medical practice. The physician in his industrial 
relationships should abstain from such services except in the case of : 


A. Minor ailments. The physician in industry may treat 
minor physical disorders which temporarily interfere with 
an employee’s comfort or ability to complete a shift, and 
for the relief of which he may need immediate medical 
attention. 

. First aid for urgent sickness. The physician in industry 
should employ such measures as the emergency dictates 
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in all cases of urgent sickness occurring during working 
hours on the working premises, until such time as prompt 
notification of the family physician relieves him of further 
responsibility. 

. Rehabilitation after sickness and injury. The physician 
in industry can properly assume responsibility for those 
phases of rehabilitation after disability industrially in- 
duced or otherwise, which progress best under controlled 
working conditions.” 


Suggestion.—It is evident that the medical and surgical care 
of eyes is limited in industry and no services in this respect are 
necessary beyond those which the ophthalmologist now renders. 
Nevertheless, it might be possible to make arrangements for on- 
the-job service which would entail at least a part-time attendance 
at the plants. This is practiced in some large industries with good 
effect. 


Research 

In the group of plants that I know best, certain obscure eye 
problems which do not appear to be covered in the procedures 
advocated by the Council on Industrial Health arise from time 
to time. For instance, some occupations, such as welding, may be 
thought to be harmful to the eyes. This question was put to our 
doctor. An ophthalmologist was asked to make an eye study of 
eyes of the group. He did so and his report was convincing to the 
workers and comforting to the management. These and similar 
problems do arise. 

Suggestion.—This suggests the need of industrial ophthalmo- 
logical research. You may see possibilities in this of which indus- 
trial physicians are not aware. 


Goggles 

Here is a very practical matter. Goggles are used for eye pro- 
tection. Workers will not wear them if they are ill-fitted and un- 
comfortable, if the lenses steam up, if they cannot see through 
them clearly, and for many other reasons. So the expert fitting of 
goggles, their maintenance, sterilization and repair, and the use 
of prescription lenses where needed are at all times important. 








164 THE SIGHT-SAVING REVIEW 





Industry has had difficulty in securing the help of ophthalmologists 
in these matters. 
Suggestion.—This suggests the need of a goggle program. 


Conclusion 

The suggestions thus far made have arisen out of practical 
experience. It may be possible for a group of ophthalmologists, 
whose contacts with industry are obviously casual, to comment 
upon them, improve them and offer others. But I am inclined to 
believe that the ultimate solution of large industries’ eye problems 
is in this final suggestion, that part-time industrial ophthalmolog- 
ical service be advocated by your group and that measures be 
taken to acquaint the medical directors of large war industries 
with the potentialities of such a service. 





Nursing Care of Eyes in Industry” 


Eleanor W. Mumford, R.N. 





DISCUSSES first aid equipment and procedures, foreign bodies 
in the eye, physician's standing orders, first aid and compensa- 
tion, vision testing, and goggles. 











In industry a nurse meets eye problems such as she scarcely 
ever confronts in any other field of nursing. The three major re- 
sponsibilities likely to be delegated to her are: first aid in eye 
injuries, testing vision, and part or all of the goggles program. 


First Aid 


The most frequent type of eye injury is a foreign body in the 
eye. Because this is such a commonplace experience, it is often 
treated very casually; but unless properly handled, it can result 
in serious damage to sight or even in loss of an eye. Every effort 
should be made to teach workers and foremen that no attempt 
should be made to remove a foreign body at the scene of the ac- 
cident. Rather, the worker should be told to go promptly to the 
first aid room where the necessary care will be given bv the doctor 
or nurse if present and, if not, by a carefully trained first aider. 

Only in chemical burns should first aid for an eye injury be 
given at the scene of an accident. In this case, the eyes should be 
washed out immediately, preferably by immersing the face in 
clear water and having the patient open his eyes under water. 
He should then be brought to the first aid room where the process 
of washing out the chemical with water can be continued, and as 
soon as this is adequately done the patient should be referred to 


*Presented at the Meeting of the New York Industrial Nurses Club, Novem- 
ber 19, 1943, and published simultaneously in the American Journal of Nursing. 
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an ophthalmologist. No oil or ointment should be put into the 
eye without a direct order from the doctor, as this interferes with 
the ophthalmologist’s examination. 


First Aid Equipment and Procedures 

Let us now consider the equipment and procedures for the care 
of eye injuries in the first aid room. As patients receiving eye care 
are likely to be nervous and often wince or move at the wrong 
moment, many ophthalmologists prefer that all eye treatments, 
even the removal of a simple foreign body, be given with the patient 
lying on his back on a treatment table. This has a dual advantage, 
in that it helps the patient to relax and it provides a steady rest 
for his head. If a table is not available, a chair with a head rest 
is needed. Two other essentials are a good, direct light on an adjust- 
able standard, and a magnifying glass. To free both hands for 
eye care the magnifying glass should be either the type which 
comes on an adjustable stand or that which is worn like spectacles. 
The latter is known as a binocular loupe and can be used over the 
wearer’s own glasses. 

Recent outbreaks of epidemic keratoconjunctivitis have im- 
pressed upon us the importance of aseptic technique every time 
an eye is handled. All equipment for eye care should be used for 
that purpose only and should, of course, be sterile. If eye injuries 
are infrequent and minor, an eye tray will suffice; but if there are 
many accidents, it is desirable to set up either a separate room or 
at least a corner of the general treatment room, and an eye table 
will be needed instead of the tray. 

All equipment on the eye tray or table should be kept in sterile 
covered containers, and a schedule for resterilization followed. If 
not in frequent use, solutions can be resterilized weekly, but if in 
constant use, this should be done not less than twice weekly. As 
medicine droppers are easily contaminated, a separate sterile 
dropper should be used for each eye. This means the elimination 
of dropper bottles. When not in use, the tray or table should be 
covered with a clean cloth. 

Hands should be washed carefully before and after all eye treat- 
ments. When both eyes of a patient must be examined, the hands 
should be washed before examination of each eye. Remember, too, 








NURSING CARE OF EYES IN INDUSTRY 167 





the danger to your own eyes. Doctors and nurses in industry have 
frequently contracted epidemic keratoconjunctivitis, obviously from 
their patients. 

When a patient comes in with an eye injury, it is desirable to 
place him on the table or in the chair immediately, and to instruct 
him to close his eyes gently. He should be told to fold his arms in 
order to keep him from rubbing his eyes while the physician, 
nurse, or first aider gets ready to take care of him. If he is asked 
to keep his arms folded during examination and treatment, he is 
unlikely to bring his hand to his eyes, thereby avoiding the possi- 
bility of knocking the hand of the person giving first aid, and causing 
serious damage to his eye. 

After the patient is comfortably settled, the light and magnifying 
glass are adjusted and the cover is removed from the tray or table. 
The physician or nurse washes his hands and removes the covers 
from containers. In all cases it will be necessary to evert the eye- 
lids to make a thorough examination. It is well, therefore, at 
this point to place several sterile cotton tipped applicators on 
a piece of sterile gauze or a sterile petri dish. Sterile lifting 
forceps (kept in special solution recommended by the ophthal- 
mologist) should be used to remove such items from the sterile 
jars. It is also desirable at this time to pour a small amount 
of sterile water, saline, or boric acid, into a sterile medicine 
glass to be used either for irrigating purposes or for moistening 
applicators. This prevents the possibility of contaminating the 
solution in the bottle either in taking the solution from the bottle 
at a later period or through exposure to the air, since the bottle 
can be recorked immediately. 

The eye is next examined carefully, the lower lid being drawn 
down for an examination of the lower cul-de-sac. Even when a 
foreign body is located and removed from the surface of the eyeball 
or the lower cul-de-sac, it is best to evert the upper lid to be sure 
there is not another hiding there. Most people find this easier to 
do if a cotton tipped applicator is placed horizontally across the 
lid and the lid is turned back over it. However some, who are 
dexterous in handling eyes, do it easily by turning the lid back 
over their thumb. 
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Foreign Bodies in the Eye 

Many foreign bodies can be dislodged by directing a gentle 
stream of sterile saline solution or water to one side of the foreign 
body, and this is the safest method to use. A 10 cc syringe is most 
satisfactory for this purpose, but an eye dropper can be used. If 
this is not effective, a moistened cotton-tipped applicator can be 
tried. It is important that the cotton be tightly wrapped on the 
applicator. At the first attempt the foreign body should be touched 
with the applicator. If it does not come away, the applicator 
should be gently but firmly rolled across it. In using an applicator 
the hand should be steadied against the patient’s forehead, or 
if the patient is on a table, the elbow should be steadied against 
the table. 

If the foreign body still is not removed, no further attempt 
should be made, but the eye should be covered with a firm patch 
and the patient sent to an ophthalmologist. If an applicator is 
used, as described, to remove foreign bodies from the cornea, it 
will probably be necessary to instil a local anaesthetic, but this 
should not be done without written standing orders. Many 
ophthalmologists also wish the routine use of a stain (fluorescein) 
after removal of a foreign body from the cornea, to detect a possible 
abrasion. This, too, requires a written order. There are differences 
of opinion in regard to the use of patches, and here again specific 
standing orders are needed which will guide the nurse in their 
use. The nurse, of course, should be familiar with the opinions of 
local ophthalmologists regarding the use of patches; and should 
know the types of injury in which they may be indicated, and 
which require a tight patch or a loose one. 

When a worker believes he has something in his eye but the 
nurse is unable to see any foreign particle, it is safest to send him 
immediately to an ophthalmologist. The foreign body may be up_ 
under the upper lid where it is not easy to see particles; or if it 
was sharp, it may have penetrated into the tissues without leaving 
an obvious surface wound. 

With the increase in welding, flash burns are also a common 
problem. Such burns are often incurred by either the welder or 
his helper. Frequently this occurs not during the actual welding 
operation while safety equipment is being worn, but when masks 
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or goggles are removed temporarily and the rays from a neighbor- 
ing worker’s torch occasion the burn. Other workers than welders 
or their helpers may get burns in the same manner. Often the 
symptoms of the burn are delayed for several hours and not 
infrequently come on at home while the worker is sleeping. He is 
awakened with severe pain and tearing. The treatment for this, 
whether the onset is at home or in the plant, definitely requires 
standing orders which the patient or family can carry out under 
medical guidance. After such an attack the patient should be 
kept out of work for a day or two to permit symptoms to subside. 
The nurse or first aider should be familiar with the directions given 
the worker for relief of attacks occurring at home, and may receive 
also somewhat different orders for treatment of such cases as 
arise during working hours. 


Standing Orders by Physician 

From all of the foregoing it will be seen that standing orders are 
urgently needed for first aid care and that these orders should be 
approved and preferably drawn up by the ophthalmologists to 


whom the workers are referred for eye injuries. This may be 
managed by the plant physician, or he may permit the nurse to 
make direct contacts with the ophthalmologists. The lat.2r seems 
preferable as it opens the way for the nurse to discuss frankly with 
the ophthalmologists what she feels competent to do in relation 
to her own background in ophthalmic nursing and what the 
limitations inherent to her working situation are—such as in- 
adequate space or facilities. It also affords an opportunity for 
the nurse, following such frank discussion, to seek the ophthalmol- 
ogist’s assistance in securing any additional training which she 
needs personally, and in presenting to proper management per- 
sonnel the need for essential policies and facilities. 

Where first aiders give care to eye injuries during the hours in 
which no physician or nurse is on duty, it is well that separate 
written standing orders be prepared for their guidance. These 
should be based on first aiders’ training and on the degree of 
responsibility which, in the opinion of the ophthalmologists, the 
plant physician, and the nurse, they can safely assume. Relation- 
ship policies involved in this are a problem to discuss with manage- 
ment. 
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First Aid and Compensation 


Another problem which arises in relation to first aid concerns com- 
pensation. For this it is necessary to have a record of the visual 
acuity made with a Snellen test chart, and in some states the only 
Snellen chart approved for compensation records is that published 
by the American Medical Association. Naturally it is desirable 
that this record be based on a test given before an injury occurs, 
but where this is not done, a test should be given as soon as possible 
after the injury. Many industrial ophthalmologists stress that if 
no previous test has been made, it should be done before any 
solution or drops are used in an eye. Such a record will stand in 
court against claims that the eye was further damaged in the 
first aid room by solutions or treatments used. 


Vision Testing 

This introduces the subject of vision tests. For industry, the 
primary purpose of such tests is to evaluate the worker’s eyes in 
relation to production. From this point of view, the eyes are tools 
and as such they greatly affect both production and safety. The 
ophthalmologist, the plant physician and the nurse, all of whom 
are trained to conserve health, recognize the importance of con- 
serving sight not alone for efficiency of work but for the whole 
well-being of the individual. They appreciate fully that, important 
as are screening tests of vision, they are no substitute for a com- 
plete ophthalmological examination. 

However, screening tests are widely used and, increasingly so, 
as industry comes to a better realization of the relationship between 
vision and efficiency in placement and in production on the job. 
As many nurses are responsible for giving some of these tests, 
a brief discussion of the tests most used, and their values and 
limitations, is pertinent here. 

The Snellen test has already been mentioned as the only ac- 
ceptable record for compensation in many states. This is also the 
most common test in clinical and office practice. It is easy to give, 
provided a few simple rules are observed in regard to distance, 
lighting, and prevention of memorizing, or ‘‘cheating.”’ 
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These rules may be summarized as follows:* 


1. The patient should be exactly 20 feet from the chart, or 10 feet 
if a mirror and reverse-reading chart are used. 

2. The lighting of the chart should be constant, evenly dis- 
tributed over the entire surface and as nearly as possible 10 foot- 
candles. The room lighting should be at least one-fifth as bright 
as that on the chart, and should be free from glares, especially near 
the chart. 

3. To prevent memorizing, keep chart covered when not in use 
and do not allow waiting workers to sit where they can see chart. 
In giving the test, use a pointer or card with a hole in it and shift 
it so that the reader is required to read the letters or symbols in a 
different order than that in which they appear on the chart. 

However, although distant visual acuity is the most important 
aspect of vision for most types of work, other visual abilities are 
more important for certain tasks, and the Snellen test measures 
only this one aspect of visual performance. For example, some 
types of fine work are done at very close range, sometimes as 
little as six inches from the eyes. For this, the ability to focus 
for near work is more important than to be able to see things 
clearly in the distance, hence near visual acuity must also be 
measured, as indeed it should be for every worker of middle age 
or older who does any kind of close work, however occasionally. 
Another important factor in visual performance is the ability 
to co-ordinate the two eyes, since on this rests the perception 
of depth. This is particularly needed for any type of work 
which involves moving objects. Both safety for the worker and 
his fellows and efficient work are at stake if a person with 
limitations of this function is placed in an occupation requiring 
depth perception. Methods of testing for this vary, but the most 
common—the cover test for muscle balance—is a stereoscopic 
device of some kind. 

Then, as you know, some jobs require a good color sense, a 
function which is far more frequently limited in men than in women 
and which, recent studies indicate, is at its maximum between 
20 and 50 years of age, often declining thereafter. Methods of 


* For full instructions about vision tests in industry, —. Aes ae Society for 
the Prevention of Blindness, 1790 Broadway, New York 19, 
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testing color vision are far from satisfactory, but those most often 
used are a series of color plates which require the discrimination 
of a pattern, or the yarn test in which colors must be matched. 

None of these screening tests are diagnostic. They indicate only 
a limitation of a given function without in any way suggesting 
the cause of deficiency. None is perfect. They are definitely gross 
screening; that is, they may miss minor conditions but, if properly 
employed and interpreted, they detect the larger defects. It is 
for the examining eye specialist to determine the causes and the 
need and methods of treatment. 

In recent years various screening machines are being increasingly 
used. The best known of these is the Keystone Telebinocular. 
The Joint Committee on Industrial Ophthalmology has just issued 
a report on this machine and its set of tests which points out 
certain limitations, and recommends that where this device is 
used, individual standards be created in each industry under the 
guidance of medical and ophthalmological staffs.* 

If, then, a nurse is to assume responsibility for any kind of 
vision tests, she definitely needs the guidance of ophthalmologists. 
Few nurses have been properly taught how to test vision. The 
procedures, however, are purely technical and can be readily 
mastered; but interpretation is much more complicated. If this 
also rests with the nurse, she will need a great deal of help. Many 
large industries employ technicians whose duties are limited to 
making the tests, their reports going to eye specialists for inter- 
pretation. A similar procedure is desirable when the nurse is giving 
the tests. 


Goggles 

Nurses also incur problems in relation to goggles, or safety 
glasses, which is the preferable term. Often her first aid records 
are the first indication of the need of safety glasses. In this case 
she should analyze her records carefully to learn as much as she 
can about which particular departments or machines occasion the 
most eye accidents and what kind of injuries they cause. The 
National Society for the Prevention of Blindness, as a voluntary 


* Council on Industrial Health. ‘‘The Keystone Telebinocular in Industry,”’ Journal 
of the American Medical Association, October 30, 1943, Vol. 123, p. 558. 
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agency, provides information concerning policies for establishing 
a safety glass program; and the U. S. Government Printing Office 
publishes the ‘‘Head and Eye Safety Code,’”’ which shows how to 
select safety glasses in relation to particular hazards. Catalogues of 
optical concerns will give the prices for such equipment. This is 
all material for study by the safety department or committee and 
by management. 

There is a great deal of detailed work in developing and con- 
ducting an adequate program of safety glasses. In most plants 
it is not usually the function of the nurse to assume major responsi- 
bility for this, but it is definitely within her scope to present the 
problem to the proper authorities within the plant and to co- 
operate in developing a working program. 

Nurses in industry are doing a real piece of sight saving. Many 
are finding eye problems with which they are not prepared to 
cope. Two things are important here. First, no nurse should be 
ashamed of being unable to meet the many problems she sees, but 
every nurse should be willing to turn to proper sources for help 
and know what those sources are. The National Society for the 
Prevention of Blindness offers consultation services to assist nurses 
in building up local resources. Secondly, the nurse should recognize 
that sight conservation in industry is a shared responsibility. She 
cannot do it alone. The more she gets involved in technical pro- 
cedures for testing vision or conducting a safety glass program, 
the less time she will have for duties which are more urgently her 
responsibility—health supervision and the care of the sick and 
injured. Actually she may contribute more to sight conservation 
by doing these well than by assuming too much responsibility 
for technical aspects of eye protection and the detection of visual 
defects. This is particularly true if she can use her daily nursing 
experiences to point out the needs, and thus she can co-ordinate 
her service with that of related departments such as safety and 
personnel. 





The American Board of Ophthalmology in 
Relation to Prevention of Blindness* 


Daniel B. Kirby, M.D., F.A.C.S. 





GIVES history, aims, qualifications, and achievements of the 
American Board of Ophthalmology. 








N THIS year of 1943, we are engaged in a World War as we were 
in 1918, the year of your inception. It was my privilege to serve 
as a medical and surgical officer in the United States Navy during 
World War I. While on cruiser and transport duty on the Atlantic 
we brought back from France on one ship, 51 soldiers totally 
blinded by war injuries. We cannot estimate or even anticipate the 
number of our allies or enemies who will be so afflicted in this 
global conflict. We trust not too many. One of the great purposes 
of our Societies for the Prevention of Blindness should be to guide 
the nations in an unselfish manner so that there will be no need 
for future war. 

Another comparative historical fact is that your Society was 
founded almost contemporaneously with the development of the 
American Board of Ophthalmology, the original expressed purpose 
of which was to wipe out any incompetency in the special practice 
of ophthalmology. Certainly if this could be accomplished, then an 
important victory over blindness in civil life would be effected. The 
past 25 years shows how well this has been done. It will be my 
purpose today as a member of the American Board of Ophthal- 
mology to acquaint you further with its history, its aims and 
methods, and howit has helped to prevent blindness. It is important 
that the Societies for the Prevention of Blindness encourage and 
foster the work of the Board of Ophthalmology. 


* Presented at the Twenty-fifth Anniversary of the founding of the Mexican Society 
for Prevention of Blindness, Mexico City, August 13-21, 1943. 
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The Need for Education in Ophthalmology 

The prevention of blindness may be expressed in another way— 
the conservation of vision. To achieve this worthy object, the edu- 
cation of the lay public regarding the precious value of their eyes, 
their proper use, the preservation of their function, the correct 
hygiene, the avoidance of injury and infection, is very important. 
But more valuable has been the education of the general practi- 
tioner of medicine, of the nursing and other professions who have 
anything to do with the eyes—particularly the specialists in oph- 
thalmology on whom all depend for research, examination, diag- 
nosis, maintenance of health of the normal eye, the prevention of 
diseases, the conservation of vision, the prevention of blindness and 
the restoration of vision, whenever possible, through treatment of 
the afflicted. 


The Stimulation of Education by the Societies for the Prevention 
of Blindness 

The American, Mexican, and other Societies for the Prevention 
of Blindness have done much in all of these fields. They have even 
contributed to undergraduate and graduate medical education—as 
for example the cooperation of the American Society for the Pre- 
vention of Blindness in the course in the Graduate Study of Oph- 
thalmology of the College of Medicine of New York University. It 
is a self-substantiating and foregone conclusion that the better the 
education, training, and experience of the medical specialists in oph- 
thalmology, the better will be served, and carried out, the all-im- 
portant programs of the various societies for the prevention of 
blindness. An uneducated, untrained, inexperienced individual who 
sets himself up as an eye specialist, inviting the public to entrust 
the care of their eyes to him, can do inestimable harm to their 
precious eyes and to the cause of the prevention of blindness. 


The Stimulation of Education by the American Board of Ophthal- . 
mology 

The American Board of Ophthalmology has been agreat stimulus to 

graduate education and study of ophthalmology, and toadvancement 

in teaching and research. The applicants for the certificate of the 

Board appear voluntarily for examination after proper preparation 
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according to the syllabus and prospectus issued by the Board. If 
successful in passing the examinations, the specialists are certified 
as safe for practice, safe in diagnosis and therapy and in ethical 
handling of their patients. They become diplomates of the Board 
and their names are published so that the public may have access 
to them. There is no legal status to the certificate and there has 
been no attempt to have special licenses issued by the various 
states, recognizing the diplomates or restricting the practice of 
others who do not have the certificate. However, there has been 
great moral suasion. Responsibility rests heavily on those who are 
not properly trained and who undertake the treatment of afflicted 
eyes when consultation and care by certificated specialists are avail- 
able. The ordinary license issued by the various states for the 
practice of medicine permits all who are correctly registered to do 
any and all parts of medical practice. The chief deterrent to 
ophthalmic practice by the untrained is the fear of damages which 
may be inflicted in the courts for malpractice. The certificated spe- 
cialist by his very knowledge is protected and in his ethical practice 
he is unafraid. He is able to give counsel regarding the conservation 


of vision and the prevention of blindness and to save eyes unfor- 
tunately afflicted by diseases or injury. 


The Broad Aims of the American Board of Ophthalmology 


The development of such a great organization and the coincident 
advancement of graduate education could come only in a free coun- 
try with free enterprise. All who qualify are recognized regardless 
of race, creed, religion, social status, or professional connections. 
Those who prove themselves not sufficiently educated are given the 
opportunity to study more and are encouraged to meet the stand- 
ards of the Board, provided they are honest and ethical in their 
practice. 

The purposes, as listed by the Board, are: 


1. To elevate the standards of ophthalmology. 

2. To determine the competence of practitioners professing to be 
specialists in ophthalmology. 

3. To arrange and conduct examinations to test the qualifications 
of candidates who appear before the Board for certification as 
specialists in ophthalmology. 
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. To grant and issue certificates of qualification as specialists in 
the field of ophthalmology to candidates successful in demon- 
strating their proficiency. 

. To act as advisors to prospective students of ophthalmology. 

. To serve the public, hospitals and the medical schools by pre- 
paring lists of specialists certificated by the Board. 


For further information about itself, the Board has a concise 
publication* covering the following points: origin, aims and meth- 
ods; purposes; no degrees or legal restrictions; value of certificate; 
prerequisites; general requirements for all candidates; fees; special 
training; basic studies; clinical experience; what constitutes the 
examination—part I, oral; part II, practical and clinical; oppor- 
tunity for re-examination; certification; and revocation of certifi- 
cates. 


Diplomates of the American Board of Ophthalmology Certified as 
Safe Ophthalmologists 

Those who are granted the certificate are not expected to know 
as much as the professors of ophthalmology, to be equal to the most 
skilled practitioners or diagnosticians or to be as expert as the best 
eye surgeons, but they are to be regarded as safe for the average 
case in the average community. Out of those who are certified come 
the leaders, the research men who advance the knowledge of the 
profession, the professors who teach because they were taught and 
who love their work, the most skilled and sought after specialists 
in ophthalmology. There is no need at present for certifying these 
latter as experts. They are well known by all. There is a continued 
need for certifying the larger or safe group and for keeping up the 
standards of education, training, experience, and professional con- 
duct before admission to examination and before giving out the 
certificate, and then to require the specialists to keep up the best 
standards of practice by retaining the power of revoking the cer- 
tificate when necessary. 

Some of the subjects covered in the examinations are: embry- 
ology and anatomy; histopathology of the eye and orbit; optics and 
visual physiology; refraction; ocular motility; external diseases of 


* Obtained by applying to the American Board of Ophthalmology, 704 Congress 
Street, Portland, Oregon. 
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the eye; ocular therapeutics; ophthalmoscopy; medical ophthal- 
mology and clinical pathology; bacteriology of the eye; neuro- 
ophthalmology and perimetry; and ophthalmic surgery.* 


The American Board of Medical Specialties 

The value of the far-reaching program of the American Board of 
Ophthalmology as the pioneer in this field has been recognized by 
the other specialities in the practice of medicine, and gradually one 
by one they have established their own boards. Finally, through the 
action of the American Board of Medical Specialties, the whole 
group was co-ordinated and the best interests of all served. The 
public may now be assured that, when they consult a specialist in 
a certain field of the practice of medicine, he will be qualified. 
This condition of excellence of practice could never have been 
brought about except through voluntary effort and through compe- 
tition in a free state. 


The Constitution of the American Board of Ophthalmology 

The present constitution of the American Board of Ophthal- 
mology provides for twelve members, four of whom are selected or 
appointed from each of the three societies—the American Ophthal- 
mological Society, The Section of Ophthalmology of the American 
Medical Association, and the American Academy of Ophthalmology 
and Otolaryngology. Each member is appointed to serve for four 
years, at the end of which time he is either reappointed or succeeded 
by another member. The twelve members elect from their number a 
chairman, a vice-president, a secretary-treasurer and an assistant 
secretary-treasurer. Various committees are entrusted with im- 
portant self-evident duties, as for example the Committee on Re- 
quirements, the Committee on Ethics, the Committee on Examina- 
tions and Arrangements, and others. A registrar works with the 
Secretary in doing much of the detail work. Examinations are held 
at stated published times twice or more during the calendar year, 
according to demands or applications. 

The work of Drs. Edward Jackson, John E. Weeks, William H. 
Wilder, Walter B. Lancaster, and Allen Greenwood was outstand- 
ing in the founding and development of the American Board of 

* Syllabus. American Board of Ophthalmology. 
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Ophthalmology. The certificate of appreciation engraved in honor 
of Dr. Edward Jackson bears the names of all of the members of the 
Board prior to October 8, 1939. 

The Armed Forces, the various hospitals and colleges have found 
the certificate of the various Boards valuable in assaying the calibre 
of the medical officers, members of the staffs, or faculties. The 
certificate is required for appointment for special practice in many 
institutions. In this way there has been recognition of the value of 
the certificate. Without using any invidious comparisons with the 
methods of becoming specialists in former years, the stimulus of the 
American Board of Ophthalmology can be said to be an outstanding 
contribution to graduate education in ophthalmology in America 
and, because of its natural effect, to have been a great factor in the 
prevention of blindness. 





Significance of Visual Defects in War 
Production Effort” 


Hedwig S. Kuhn, M.D. 





COMPARES results of industrial pre-placement examinations in 
1943 with those conducted in 1940, showing that the “ bottom 
of the barrel” for labor has been scraped in the past year. 











ISUAL defects as they concern the war production effort 
prior to 1943 were mainly those within industry. As the 
demand for guns, tanks, planes, ammunition and ships grew, it 
was reflected in an increasing demand for special tempered steel, 
chemicals, precision parts, armor plate and alloys. More had to be 
produced by each machine unit; fewer mistakes were allowable; 


less waste of material was permitted; more sensitive inspecting was 
called for. A direct correlation was found in graphs showing the 
relationship between accuracy and visual perfection and between 
lost time accidents and defects in visual performance. Here and 
there over the country it became imperative to conduct a visual 
survey of whole industries in which vision played an important 
part in all units of production. In other industries it became im- 
perative to conduct sectional visual studies of special key em- 
ployees—such as assorters, inspectors, crane operators and fine- 
part assemblers. This quickened effort to evaluate the part played 
by eyes in war production brought realization that visual skills 
are of utmost importance not only in selection of men for the armed 
forces but in placement and selection of men and women in the 
war industries. 

The detailed data previously discovered necessary in evalua- 
tion of an employee’s visual ability was built into the preemploy- 
ment and preplacement pattern: namely, determination of the 


* Published under the auspices of the Section on Ophthalmology and reprinted with 
permission from the Journal of the American Medical Association, Dec. 25, 1943. 
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minimum visual standards for the job and adherence to them. 
These standards were simple groupings of the basic visual findings 
according to the visual demands of job groups and included (1) 
uncorrected acuity for distant and for near vision, (2) acuity with 
the glasses habitually worn, i. e. work acuity, (3) muscle balance 
for distant and for near vision, (4) stereopsis and (5) color apprecia- 
tion. To these basic findings, which designated a minimum amount 
of information, were added such special tests of near vision (e. g., 
determination of the near point of accommodation and of con- 
vergence), as might be needed in selecting eyes for exceedingly 
intricate work done within 12 inches from the eye. 
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VisuAL DEFECTS OF EMPLOYEES AND APPLICANTS IN 1940 AND 1943. THE PERCENTAGE 
oF Each DEFECT WAs FouNnD TO BE HIGHER AMONG PERSONS OVER 40 
THAN AMONG THOSE UNDER 40, 
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These visual tests, which are simple and yet so much more com- 
plete and more accurate than had previously been considered need- 
ful, had been studied statistically in 1940. They were reflected in 
certain percentages and graphs worked out both for men already 
on the pay rolls of industry and for applicants seeking jobs in 
industry. As is shown in the accompanying graph, the percentage 
of defects of acuity, muscle balance, stereopsis and color vision 
were almost the same within industry as they were outside of indus- 
try, i. e., in the labor market of that day. This labor market of 
course reflected the type of civilian reserve from which industry 
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had to draw to increase its pay rolls. In arecently completed study 
of a war industry the same labor pool, or civilian reserve, was 
analyzed as of 1943, as well as the level of defects within industry 
as of 1943, and the results were compared with those of 1940. 


TABLE 1.— VISUAL DEFECTs IN CIVILIAN LABOR POOL OR 
AMONG APPLICANTS 


1940 1943 


Acuity unaided (naked eye) 34 (almost double!) 
Working acuity (with whatever 
correction was worn) 23 
Depth perception 26 
Color appreciation 5 
Muscle balance 23 


The picture revealed as of today is indeed a startling one. Its 
significance in terms of the war production effort is of immediate 
concern. First, what everyone has sensed and what has often 
been stated as true without factual data to substantiate it has now 
been proved. Industry is indeed scraping the bottom of the barrel! 
In further analyzing the graph, one finds that the percentages of 
visual defects in Table 1 were found in the civilian labor pool, or 
among the applicants, in 1940 and in 1943: 

In 1940 and in 1943 the employees already on the pay roll 
showed the percentages given in Table 2. 


TABLE 2.— VISUAL DEFECTS AMONG EMPLOYEES 
1940 1943 


Acuity unaided 26 
Working acuity 18 
Depth perception 28 
Color vision 5 
Muscle imbalance 24 


The percentage of defects among those who had already slipped 
by the admission tests and were at work early in 1943 has risen 
slightly, but, most serious of all, the percentage of defects in the 
unaided eyes of the slowly dwindling stream of civilian applicants has 
doubled. This per se would not be so ominous if the percentage of 
defects among persons wearing their work correction was not also 
up, and almost to an equal degree. This means that not only has 
the task of further improving visual efficiency within industry be- 
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come greater, but the need of visual rehabilitation among the 
civilians of 1943 is very great. Salvaging of human eyes will be- 
come an even greater task in 1944 and 1945. 

This problem immediately presents itself to the three groups 
that are most directly concerned. First, management, needing 
greater visual perfection in its increasingly complicated production 
skills, must be more vigilant than ever in the use of screening tests 
for its applicants. There are now many jobs where a person with a 
wooden leg or one arm can turn out top work. But the jobs where 
he does not need to see well are indeed becoming rare. In some 
industries management is searching the highways and the byways 
for persons to take over its new and idle machines. In other indus- 
tries it is searching for labor to staff its gigantic new production 
lines. It is at this point that war production turns to the second 
group directly concerned, the highly trained experts who can help 
to salvage the eyes of those men and women, the third group, who 
are waiting at the gates and otherwise will be rejected. 

In order to appreciate fully this gigantic problem one must 
recognize many new factors, but one especially, that in order really 
to salvage this most precious human commodity—vision for today’s 
urgent need—it is necessary to find new, speedy and directly con- 
trollable methods of conservation. Formerly an indifferent ‘‘Go 
see some one about your eyes and come back—if you can pass the 
vision test, maybe we'll have a job for you”’ was the statement of 
the employment office. Now in many vital industries it is essential 
to find out immediately, often actually inside the plant, whether 
the man with 20/100 vision in each eye can have his vision brought 
to normal with glasses or the woman with 20/200 vision in the 
right eye and 20/20 in the left has an amblyopic right eye, optic 
nerve atrophy or macular retinitis. The latter can do her type of 
work with one eye, but has she a progressively ocular disease that 
will in due time affect her other eye? As the age level of applicants 
rises except for women and minority groups, the vigilance of the 
refractionist and the responsibilities of both the management and 
the ophthalmologist increase. 

Men and women applying for war work form the group directly 
concerned. They come from among the ordinary civilians, the 
citizens of the home communities, many of whom have never 
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worked in industry. They have worked in stores and homes and 
supplied the many services of modern existence, or they have not 
worked at all. In fact, they can truly be said to constitute the 
rank and file of the practice of any ophthalmologist in city or vil- 
lage. They therefore reflect the whole range of ophthalmic diseases 
and troubles encountered in office practice. 

The consulting ophthalmologist working with the industries he 
is responsible for has now to supervise with extreme vigilance the 
entire industrial eye program: treatment of eye injuries, eye pro- 
tection plans, job standard evaluations and rehabilitation pro- 
cedures. He must study the applicants turned over to a refrac- 
tionist for routine correction through failure in the screening tests. 
As the age level rises and the Manning tables become operative he 
has also to search for glaucoma, for early degenerative retinal 
diseases, for early lenticular changes and for early hypertensive 
signs in the fundi. Many of the applicants are totally unaware 
that anything is wrong; many have never had any sort of ocular 
examination; the vision of many can be saved. However, all this 
is only a small part of the problem which has been laid so suddenly 
at the ophthalmologist’s door. His vigilance must further extend 
itself. It must be carried into his private practice; he must assist 
local medical societies in setting up proper educational programs 
on the radio and in the newspapers, wherein people are urged to 
take care of their eyes for their own and their country’s sake. 

These facts lead to but one conclusion, namely that physicians 
in general have an exceedingly important and a direct responsi- 
bility in the war production effort. This responsibility is twofold. 
First, they must walk boldly out of their ‘ivory towers’’ and go 
directly to industry and offer their services. They must do this 
with an honest determination to be open minded and realistic. 
They must try not to let old stereotyped ways of doing things (even 
if these ways are good) interfere with their willingness to learn new 
ways, and quickly, if the occasion calls for them. This is a war, 
and it is their war. Management, labor, the farmer, the housewife 
and the 18 year old have learned new ways of doing things, and 
they have not always been pleasant ways. So too physicians need 
badly to loosen up their tight collar of hesitancies and worrisome 
fears and get to work on the problems that only they are trained to 
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solve, even if the new but necessary ways are unpleasant. To 
illustrate, I shall take an actual example—one industry and one 
day’s group of 35 applicants who had been found to have sub- 
standard visual acuity in their original screening tests. These 35 
represent according to statistics the average number of defects in 
acuity found for about every hundred persons ‘‘screened,’”’ namely 
about 35 per cent. The results of refraction were as follows: Of 
the 35, 18 who would otherwise have been left in class B were 
brought to normal with proper glasses and put into class A; 10 
who would otherwise have been rejected conclusively were brought 
to normal with glasses and put into class A, and, 7 were rejected 
because of disease (for example, optic nerve atrophy, cataract, 
macular hemorrhage and old perforating injury of the eye). 

In this particular war plant the visual standards had to be high 
because of the nature of the work—class A having 20/30 vision or 
better in both eyes. In-terms of the war need, 28 of 35 applicants 
were salvaged immediately and put to work at class A jobs. Ten 
of these would undoubtedly have been lost entirely to this par- 
ticular plant, at which they were applying, if they had simply been 
told to go get their eyes fixed. There are still too many jobs open 
where nobody bothers about whether of not the applicant sees well. 
Eighteen of these applicants would have been denied class A jobs, 
and management in this plant, needing top visually qualified 
workers most urgently, would not have been able to use these 18 
men except as sweepers and janitors and in similar capacities. In 
this instance, of course, the ophthalmologist was working close to 
the day by day problems of the industry and was therefore actually 
responsible for equipping 28 of 35 men. This is the salvage figure 
for one day for one industry. Figured by the month, it means an 
average of 800 to 850 men and women given a chance to work by 
being equipped to meet the requirements. Such salvaging should 
occur day after day, month after month, in industry after industry, 
and it demonstrates how ophthalmologists can face their first re- 
sponsibility by going forth to meet the needs of industry inside its 
gates. 

The second great responsibility of the ophthalmologist is to make 
effective a newly conceived approach to the daily office routine and 
private practice. This is reflected by exercise of vigilance in: 
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1. Correcting refractive errors for the job, asking wives and 17 
year olds who are now working exactly what they are doing and 
prescribing accordingly. 

2. Using his previous knowledge, or acquiring what more he may 
need, so as to give orthoptic training for occupational objectives. 
For instance, the small parts assembly girl whose previous close 
work consisted in reading the latest best seller or sewing on buttons 
now does close work for eight to ten consecutive hours six days a 
week. She has an exophoria that gives her great discomfort and 
makes for many mistakes because of the blur produced. She can 
probably be fully rehabilitated by orthoptic exercises and good 
general medical treatment. A low hemoglobin content, a low basal 
metabolic rate, infected tonsils and abscessed teeth are luxuries 
in war-time. 

3. Searching for incipient glaucoma; removing cataracts; dis- 
covering the real causative factor in a contact dermatitis of the lids 
(bran, oil, paint, chemicals); curing a stubborn chronic staphylo- 
coccic conjunctivitis which causes extreme annoyance in the glare 
of an inspector’s spotlight; taking care of patients with foreign 
bodies, flash burns and other injuries quickly (ahead of private 
patients); sending workers with minor injuries back to work as 
soon as possible; keeping a sharp lookout for scattered cases of epi- 
demic keratoconjunctivitis, and protecting the industrial worker 
by isolating the occasional infected school child or housewife, who 
might otherwise be the source of trouble for an entire plant. 

4. Teaching parents how a neglected squint can keep Willie from 
flying a plane or perhaps being able to choose freely later in life a 
technical occupation in which binocular vision is essential. The 
ophthalmologist should take time and use pressure in “‘selling’”’ 
what is in his honest opinion the right thing to be done. 


These itemized particulars of course form only a part of the full 
picture with which every busy ophthalmologist is daily occupied. 
The objectives have had to become streamlined in order to meet 
the challenge of a nation of workers. There are few if any ‘‘drones”’ 
left in the hive, and their human counterparts had perhaps best 
be left sitting in reception rooms until the last. 

Ophthalmologists do not need much more than an honest desire 
to learn something of industry’s needs in the sphere of visual prob- 
lems and a willingness to try to do things in new ways, new places 
and under new circumstances in order to take their proper and most 
important place on the home front. Visual defects are of real 
significance in the war production effort. 





Recent Developments in the Prevention of 
Blindness Program 


A Staff Panel Discussion 


Mason H. Bigelow, President: Chairman 





The staff describes some of its activities during the past year. 











Mr. BIGELOw: Annual meetings are traditionally occasions for 
a review of past performances and a glimpse at the road ahead. 
Instead of the usual type of report it was decided this year to have 
various staff members assist in bringing out certain highlights of 
the program. Some of you are familiar with the general pattern of 
the Society’s work and know that the composite picture of pre- 
venting blindness and protecting eyesight includes numerous re- 
sponsibilities. To cite a few: assisting local communities to organ- 
ize programs and find qualified personnel; stimulating education of 
certain professional groups, such as nurses, teachers, medical social 
workers; assisting industry to safeguard the eyes of workers; pro- 
moting the early detection of eye diseases and conditions which 
may result in loss of vision; promoting the restoration of sight 
where possible; improving the standardizing of records, procedures 
and practices having a bearing on knowledge about eye conditions; 
promoting the establishment of educational facilities for children 
whose eye conditions make it impossible for them to use ordinary 
school equipment, as well as improving eye hygiene conditions in 
educational institutions, offices, factories and homes; providing 
educational material for the public at large. 

Many of these activities are, of course, continuous. Some re- 
ceive additional emphasis in times of particular need or oppor- 
tunity. From time to time special projects are undertaken as 
demonstrations to set patterns for others to follow. Special atten- 
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tion has been given to at least two projects which we believe have 
far-reaching possibilities for preventing loss of sight. One is con- 
cerned with the dreaded eye disease, glaucoma, reported to be 
responsible for 11 per cent of existing blindness. The other is in 
the field of industrial eye health and protection. 


Glaucoma 

Perhaps it would be well to begin with these two aspects. In 
connection with the glaucoma project we have been fortunate to 
have the co-operation of Dr. Mark J. Schoenberg who, as chairman 
of our Committee on Glaucoma, has given most generously and 
enthusiastically of his time and knowledge to the advancement of 
this undertaking. 

Dr. Schoenberg, for the benefit of those in the audience who may 
not be familiar with the medical terminology, will you tell us what 
glaucoma is? 

Dr. MARK J. SCHOENBERG: Glaucoma is a disease of the eye 
which occurs most frequently in people over 40 years of age; it 
may affect one or both eyes. Its presence causes the eyeball to 
become harder than normal; this interferes with the health of the 
blood vessels, nerves and other parts of the eye which must func- 
tion correctly in order to have good eyesight. There are two types 
of glaucoma—one which causes sudden severe pain, and the other, 
the more prevalent variety, is accompanied by symptoms so slight 
that they are often ignored. For this reason, a yearly eye examina- 
tion by a competent eye physician is recommended for everyone 
over 40 years old. 

Mr. BIGELOw: What can we do about glaucoma? Can it be 
prevented? 

Dr. SCHOENBERG: Yes, if adequate treatment is administered 
in the earliest stages of the disease; and if the treatment is carried 
on regularly as prescribed by the eye physician. 

Mr. BiGELow: I know the Society is doing many things in the 
glaucoma program. Miss Smith, will you give us some idea of the 
day to day activities which are helping to make people aware of the 
dangers from glaucoma? 

Miss VIRGINIA M. Smit, Staff Associate: We are distributing 
educational material to the general public about the early symp- 
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toms of this disease, and informing people about the availability of 
medical services. To professional groups which may be in contact 
with individuals seeking medical attention, we are distributing 
pamphlets describing how to recognize and when to suspect glau- 
coma. Another important part of our job is to advocate the re- 
organization of eye clinics in such a manner as to make it possible 
to discover glaucoma patients and to treat them adequately while 
the disease is in its early stages. 

Mr. BiGELow: Dr. Schoenberg, the activities of your committee 
began before the war. Hasn’t this situation altered your program 
somewhat? 

Dr. SCHOENBERG: Yes, indeed! With the shortage of personnel, 
it is impossible to give glaucoma patients the time-consuming 
examinations necessary in order that treatment may be recom- 
mended. It is evident that such patients should, in any event, be 
cared for in special clinics, some of which have been established. 
One of these has been organized in New York City at the Man- 
hattan Eye and Ear Hospital. We have trained a group of volun- 
teers to assist the medical staff by measuring the pressure within 


the eye, charting fields of vision, and getting the necessary informa- 
tion about the history of the eye condition and the diet and health 
habits of the patient. 

Mr. BIGELOw: It is interesting to know that you have been so 
successful with the use of volunteers. Your Committee on Glau- 
coma is doing an extremely valuable job, Dr. Schoenberg, and you 
are certainly a trail blazer in this field. 


Industrial Eye Safety 

Everyone is concerned with the chief problem of winning the 
war. The tremendous activity in war plants is related to the prob- 
lems of industrial safety. As a preliminary step toward the de- 
velopment of a program for the prevention of eye accidents, Mr. 
Tolman made a survey of a selected group of industrial plants and 
has been in contact with the leading industrialists and government 
officials carrying responsibilities for extensive production programs. 

Mr. Tolman, will you give us a brief picture of your findings? 

Mr. CHARLES P. ToLMAN, Consulting Engineer: Practically all 
of the plants investigated are carrying out faithfully general safety 
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procedures such as the maintenance of first-aid facilities; employ- 
ment of safety supervisors; enforcement of accident prevention 
rules. But often these same plants make inadequate provision for 
protecting eyesight and improving visual conditions. Obviously, 
industrial concerns need to give much more attention to the subject 
of industrial vision, not only for humane reasons, but for increasing 
production, reducing spoilage, and making more manpower avail- 
able. One thing that can be done, for instance, is to provide pre- 
scription lenses to correct subnormal vision so that workers may be 
usefully employed in the war effort who would not otherwise be 
able to carry on their work efficiently. 

Mr. BIGELOow: Has any appreciable progress been made? 

Mr. To_MAN: During the past year, there has been a growing 
recognition among government and public agencies as well as indus- 
trial concerns, that ¢ye conservation is an important factor in prac- 
tical management. Industry is beginning to accept our teaching 
that in all occupations requiring sight a man can work only as well 
as he can see, and that the eye conservation program as a whole can 
be expected to make a major improvement in productive results. 

Mr. BiGELow: These are encouraging signs. Because of the 
recognized importance of this subject, in recent months the Society 
has had special co-operative relationships with the United States 
Public Health Service. For advancement of the program in the 
industrial field, this government agency has assigned to our staff an 
ophthalmologist, Dr. Joseph Lo-Presti, a Reserve Commissioned 
officer, to help in appraising the visual problems in industry and in 
developing procedures to solve them. Dr. Lo-Presti, what action 
is being taken in this important field? 

Dr. Lo-PREstTI: In order to make the greatest use of manpower, 
there must be an analysis of the job and of the individual who is to 
undertake it. It has been found in many cases that if proper eye 
examinations are given, much better adjustments can be made. In 
order to have findings on which to base a program, it is necessary to 
make a number of studies for the purpose of developing methods of 
eye examinations and the means whereby existing difficulties can 
be overcome. The surveys of the working population that we are 
now planning will give us a clear index of existing conditions— 
what proportion of employees have faulty vision; what is being 
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done to correct this; what seeing conditions exist in the plant; and 
what can be accomplished in improving those that interfere with 
visual efficiency. 

Mr. BIGELOW: Have you a definite study planned? 

Dr. Lo-PRreEstTI: Yes, we are planning a study of a typical indus- 
trial region in a concentrated effort to develop a pattern for investi- 
gation and methods that will show us how such pattern can be ap- 
plied to the country as a whole. 

Mr. BIGELOow: It is evident that we are going about this in a 
practical manner. The industrial program is such an important 
part of our work that we need the help of many professional groups 
—safety engineers, industrial physicians, industrial nurses and 
others. 

Are nurses taking an active part in this program, Miss Mumford? 

Miss ELEANOR W. Mumrorp, Associate for Nursing Activities: 
That nurses are participating is shown by the fact that about 12,000 
of them are employed in industry. Many of them have come into 
the field during the war and need our help to meet problems that 
are somewhat new to them. 

Mr. BIGELOW: On what kind of eye problems have these nurses 
sought our help this year? 

Miss MumrorpD: The most frequent occasion for their coming 
to us is to find out what they, as nurses, should or should not do 
about giving first-aid in cases of eye injury when no physician is 
present. Many also want information about methods of vision 
testing and about the use and care of goggles. Of course, in large 
industries with highly organized medical and safety departments, 
the nurses carry much less responsibility, but in smaller establish- 
ments nurses make vision tests and are more or less responsible for 
goggles. 

Mr. BIGELOw: What, Mr. Tolman, do you consider was the 
major problem for the conservation of vision in industry during the 
past year? 

Mr. ToLtman: Well, I think it is education, and education on 
two levels. One is the level for people who must in turn teach, and 
then the workmen themselves. The management has been very 
co-operative and the publications of the Society have been very 
well received. 
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One publication alone—Eyesight in Industry—has been cir- 
culated to the extent of some 25,000 copies, approximately 80 per 
cent of which were purchased. 

I have on my desk a letter from the Internal Security Division 
of the Ordnance Department asking for 5,000 copies of the new 
manual and appraisal form, which will be distributed through fifty 
regional offices. We expect to get copies of the checked appraisal 
from many of them, which will enable us to further our activities. 

Brief, intensive courses are being planned in order to provide 
industrial executives with needed information regarding their prob- 
lems. Intensive courses are planned for colleges of engineering for 
faculty and students. 

Mr. BIGELOw: I was particularly struck by your comment that 
80 per cent of a particular publication was purchased, because— 
not that the money is of such great importance, though none of us 
turn our backs on the sixpence today—but the fact is that if 
people buy things, they are going to use them. It is not a matter 
of distributing things that may or may not get to the right place. 


Rehabilitation 

Of course the ideal thing, as we all recognize, would be to look 
forward to a happy situation in which there would be no blind; but 
I suppose that none of us is quite optimistic enough for that, and so 
long as there are cases of blindness, we must look forward to meth- 
ods for rehabilitating those whose sight has been impaired. Mrs. 
Merrill, what is the relation of the Society to that big problem? 

Mrs. ELEANOR B. MERRILL, Executive Director: The whole 
subject of rehabilitating the visually handicapped, whether they 
are victims of war or civilian casualties, is of great importance to 
our Society. As Dr. Lo-Presti and Mr. Tolman have suggested, 
because of the need for increased production, the employer must 
not only place every person in the job best suited to him, but he 
must also make use of the handicapped person so far as possible. 
This necessitates the most careful guidance in the selection of occu- 
pations in which the eye difficulty will not be a serious disadvan- 
tage or a hazard to co-workers. 

Mr. BiGELow: Is the National Society taking any definite part 
in solving this problem? 
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Mrs. MERRILL: Yes. In co-operation with a number of other 
organizations we are working out plans related to this whole prob- 
lem which will be presented to state and local prevention of blind- 
ness organizations; and these, in turn, will contact their state re- 
habilitation offices. There are two main groups to be considered: 
first, the individuals with vision defects serious enough to be an 
important factor in considering the selection of an occupation; 
and second, the individuals with multiple handicaps, one of which 
is a visual defect. To provide these individuals with the guidance 
needed, it is imperative that the Society aid in the selection and 
stimulate the training of consultants who are specialists in this 
field. 

Mr. BIGELOow: That sounds like an activity that will become 
increasingly necessary after the war, Mrs. Merrill. 

Mrs. MERRILL: Yes, more and more attention must be paid to 
the visually handicapped—to children as well as to adults. Miss 
Kerby has been making some studies for a new committee recently 
formed, which is known as the Committee to Study the Problems 
of Children with Severe Visual Handicaps. It is under the joint 
sponsorship of the American Foundation for the Blind and our 
Society. 

Mr. BIGELOW: What is this committee doing, Miss Kerby? 

Miss C. EpitH KEersy, Associate in Program Planning and Re- 
search: With the co-operation of the directors of schools for the 
blind, in a few states we have observed and interviewed the chil- 
dren in their classrooms and studied their medical and achievement 
records. From this evidence we attempt to build up a picture of 
each individual’s unmet needs for corrective medical care, for edu- 
cational adjustments, for vocational training, and so forth. At 
the same time, we are studying the community’s ability to meet 
these needs more adequately either with existing facilities or with 
expanded or new facilities. 

Mr. BIGELOW: What do you hope to do with these findings? 

Miss KeEerBy: We shall make specific recommendations that 
will indicate how we feel the problems may be solved in the par- 
ticular states and elsewhere. Then the final stage (which may or 
may not become the function of this committee) is to demonstrate 
how the needs of these children can be more adequately met. 
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Mr. BiGELow: You spoke of ‘‘problems”’ to be solved. Would 
you care to cite one or two examples? 

Miss KerBy: One is the case of the girl whose eye record showed 
that in 1935 the examining ophthalmologist suggested ‘‘ operation 
of left eye offers hope of improvement’”’ and again in 1940, that 
‘operation would be very beneficial.’’ But when the pupil was 
graduated from the school for the blind the operation had yet to be 
performed. Then, there is the case of the child who reads Braille, 
but with his eyes, in the classroom, and outside of it functions 
entirely as a sighted person. The problem is to know what to do 
in such cases. 


Sight-Saving Classes 

Mr. BIGELOW: This is an extremely valuable project; and we 
shall all look forward with much interest to further developments 
of this new Committee to se the Problems of Children with 
Severe Visual Handicaps. 

Speaking of children with severe visual handicaps naturally 
brings to mind the work we have been doing for so many years in 
promoting the establishment of sight-saving classes for boys and 
girls who have seriously defective vision. Is the number of these 
classes affected by war conditions, Mrs. Hathaway? 

Mrs. WINIFRED HATHAWAY, Associate Director: To some 
extent, particularly those classes that are affected by the lack of 
transportation facilities. However, to offset this loss several new 
classes have been formed. Moreover, this shortage has led to 
giving greater consideration to the possibilities of educating these 
children in rural districts and small areas. 

Mr. BIGELOW: How is the present shortage of school teachers 
affecting the program in sight-saving classes? 

Mrs. HATHAway: It is inevitable that, since teachers of these 
classes are selected because of their efficiency, they should also be 
sought for military service and in other fields. To meet this drain 
on personnel, two universities this summer arranged for special 
courses for the preparation of new teachers, and one university 
offered a workshop course for those already in service who wished 
to improve their efficiency and to develop special projects through 
individual or group undertakings. Not only were a number of new 








DEVELOPMENTS IN PREVENTION OF BLINDNESS 195 





teachers thus made available to take the places of those who entered 
some war service, but the interest shown by the second group indi- 
cated the very high standards considered necessary for this work. 


Vision Testing 

Mr. BIGELOw: It seems to me that one of the greatest achieve- 
ments of the National Society has been the steady increase in the 
number of sight-saving classes throughout the country, the train- 
ing of teachers for this special field, and the widespread acceptance 
of this program in the educational work. Closely allied to this 
activity is the work that we have been doing in connection with 
vision testing among young children. Is there anything new in 
this direction which you could tell us about, Miss Mumford? 

Miss Mumrorp: We are frequently asked for information con- 
cerning vision tests for school and preschool children, and recently 
we held a meeting on this subject which created a great deal of 
interest. Ophthalmologists, administrators of school and pre- 
school health services and of prevention of blindness agencies, to- 
gether with some of the Society’s staff, spent a whole day discussing 


common problems in this field. We believe this will be very fruit- 
ful, and will point the way for the Society to give increased guidance 
in this aspect of the program. We know that there is a great deal 
of interest in this subject because of the many requests that we get 
for our vision testing charts. 


Health Education in Sight Conservation 

Mr. BIGELOW: We must be reaching a wide variety of key peo- 
ple with our material, not only with vision testing charts, but with 
exhibits, films, and publications. Have we initiated any new proj- 
ects along this line, Miss Janowich? 

Miss IsoBEL JANOwIcH, Editor and Director of Films and 
Exhibits: Early this year we started our new four-page quarterly, 
the Eye Health and Safety News. In addition, we published three 
important manuals—one for nurses, and two for industrial and 
safety personnel—as well as many reprints of special articles from 
the SIGHT-SAVING REVIEW. 

Mr. BIGELOw: What about exhibits at conventions, Miss Jano- 
wich? 
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Miss JANOWICH: We are trying to make our visual education 
program meet wartime needs, yet stay within our budget for this 
phase of the Society’s work. During the past year, the subject 
of eye health and safety under war conditions has been the theme 
of our exhibits at various national and local conferences—for medi- 
cal groups such as the American Academy of Ophthalmology and 
Otolaryngology; for safety and illuminating engineers represented 
by the Safety Congresses; and for social workers, as represented by 
the National Conference of Social Work. In addition, many 
exhibits were prepared for groups of teachers, nurses and others. 

Incidentally, the use of our industrial talking slide film, ‘‘The 
Eyes Have It,” has gained steadily. In the past ten months alone, 
over 200 prints were sold at cost, reaching hundreds of thousands 
of war workers. 

Mr. BIGELOw: I know that one conspicuous example of visual 
education in regard to our field is going to be supplied by our new 
motion picture, ‘‘Eyes for Tomorrow,’’ which Mr. Resnick has 
been very instrumental in starting, with the co-operation and 
financial help of the Co-ordinator of Inter-American Affairs in 
Washington. 

We are going to see that picture when we finish here, but, Mr. 
Resnick, perhaps you would like to tell us a little bit about that? 

Mr. Davip RESNICK, Director of Public Relations: I think you 
will all find our new film exceedingly interesting. As some of you 
know, it was produced by the Society in collaboration with the 
Office of the Co-ordinator of Inter-American Affairs. Spanish and 
Portuguese versions of the film have also been produced—they will 
soon be ready for public showing—and these will be used by the Co- 
ordinator’s Office in Mexico, Central and South America. 


Inter-American Relationships and State Programs 

Mr. BiGELow: The Society is co-operating with our Latin 
American neighbors in other ways, isn’t it, Mrs. Merriil? 

Mrs. MERRILL: Yes, in a number of ways. You all remember, 
for instance, that Dr. Alvaro, of Brazil, was the principal speaker 
at our Annual Meeting last December. You may be interested in 
knowing that since his visit here we have arranged for two social 
workers from Dr. Alvaro’s home city of Sao Paulo to take special 
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training at Washington University in St. Louis. Their expenses 
are being met by the Co-ordinator’s Office. They are in St. Louis 
now, preparing for the work they will do when they return as medi- 
cal social workers to Sao Paulo. 

Also, I should like to mention here that we are in constant touch 
with the organized movements for prevention of blindness in the 
various countries to the south of us; we are carrying on this liaison 
service because the International Association for Prevention of 
Blindness, which was located in Paris for a number of years, has 
been unable to function since the war began. 

Mr. BIGELOw: I am glad you told us about the Society’s ‘‘ good 
neighbor’’ policy. How about our own state and local programs? 

Mrs. MERRILL: As you know, the National Society for the 
Prevention of Blindness has no state or local branches, but works 
with all organizations interested in prevention of blindness or con- 
servation of vision. 

This year the Society, through correspondence and field service, 
has assisted several states in finding personnel or in developing 
plans for service. Among the states which have set up new units 
with responsibility for statewide prevention activities are New 
Jersey, Texas and West Virginia. The State of Rhode Island is 
in process of drawing up plans for such a unit, and California is 
considering formulating a program. 

Mr. BIGELOw: It is very encouraging to know that in spite of 
the many limitations the war places upon us, particularly in the lack 
of qualified personnel, many states are developing worthwhile 
programs. About how many now have such programs? 

Mrs. MERRILL: Twenty-three states have either official depart- 
ments or voluntary agencies to give leadership in preventing blind- 
ness and impaired vision. We try to keep in touch with these pro- 
grams and be of assistance as needed. 


Causes of Blindness Study 

Mr. BiGELOw: One of the articles in our by-laws says that we 
are supposed to ‘‘ascertain”’ the causes of blindness. This should 
be of particular importance in considering state programs. Do we 
actually know the outstanding causes of blindness in each state, 
Miss Kerby? 
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Miss KerBy: Not yet—but we are approaching that goal. 
Through the activities of our Committee on Statistics of the Blind, 
we have obtained data on causes of blindness for 100 per cent of 
the schools for the blind in 30 states. When the Social Security 
Board report is released (which should be any day now) we shall 
have data for adults on aid-to-the-needy-blind in 22 states; for 17 
states we shall have both. Moreover, although only the state of 
New Hampshire has released data on its entire register of the blind, 
a number of other states are working toward this objective: Al- 
together, there are not more than 4 states from which no data 
whatever are available. 

Mr. BIGELOW: We seem to be making genuine progress in ascer- 
taining the causes of blindness. But our real job is to prevent the 
loss of sight. Are the available data sufficient, Miss Kerby, to 
show whether there have been notable decreases or increases in any 
causes of blindness in recent years? 

Miss KerBy: Data for the child-age group compiled annually 
for nearly ten years show gratifying decreases in causes of blindness 
due to communicable disease and to trauma. No similar analysis 
is possible for the older age group as yet, because the figures for 
adults represent only a single group study for each state made in a 
very recent year. 

Mr. BiGELow: I should think the findings of your Committee 
on Statistics of the Blind would be very helpful to those new state 
programs that were mentioned by Mrs. Merrill a few minutes ago. 

Mrs. Merrill mentioned that medical social workers from Brazil 
are being trained in the United States and will return to Dr. 
Alvaro’s eye clinic. Miss Smith, will you tell us what the Society 
is doing to stimulate hospital social service in the United States? 

Miss SMITH: On July 1 we completed demonstrations at St. 
Louis University and the University of Kansas Hospitals, under- 
taken for the purpose of showing the need for medical social eye 
work. The National Society for the Prevention of Blindness shared 
the salary of a social worker attached to the eye service of each 
institution for a period agreed upon by the hospital and the Society. 

The Society encourages medical social work with eye patients 
through publication of articles and by conferences with ophthal- 
mologists and with hospital personnel. It also acts as a clearing 
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house of information regarding the many phases of medical social 
eye work. 


Publications 


Mr. BIGELOw: I am always surprised, in looking through our 
catalogue of publications, to see the variety of titles in that list. 

Mrs. Hathaway, I understand you have been collecting the 
material relating to the education of the partially seeing child so 
that people interested might have easier access to it? 

Mrs. HATHAWAY: Yes, Mr. Bigelow, such a volume has just 
been published by Columbia University Press under the title, 
‘Education and Health of the Partially Seeing Child.” 

Mr. BIGELow: It wasn’t very long ago that we made similar 
reference to the new book on ‘‘ Eye Hazards in Industry,” by your 
brother of honored memory, Mr. Resnick. How is that book doing? 

Mr. Resnick: Nearly 2,000 copies of ‘‘Eye Hazards in Indus- 
try’’ are now in the hands of safety engineers, ophthalmologists, 
industrial physicians, and other professional people concerned 
with this subject. Nearly 1,800 copies were sold and over 200 were 
distributed for review purposes. 

Mr. BIGELOW: Surely this book is fulfilling its purpose at a time 
of great need for authoritative information during the expansion of 
industrial production for the war. 

Miss Schneider, I wonder whether the armed forces have shown 
an interest in any of the Society’s material. 

Miss REGINA E. SCHNEIDER, Secretary: Our records show that 
Army and Navy units in different parts of the country have re- 
quested publications and films. Most of the material called for has 
been on the subject of industrial eye hygiene but interest has also 
been shown in pamphlets on glaucoma and other eye diseases. 

Mr. BIGELOW: Can you give us an idea of the volume of pub- 
lications distributed by the Society during the current year? 

Miss SCHNEIDER: Figures are available for the first ten months. 
These records show a distribution of approximately 250,000 pub- 
lications, consisting of pamphlets, posters and vision testing charts. 
In addition, distribution of our quarterly journal, THE SIGHT-SAv- 
ING REVIEW, and our newsletter, Eye Health and Safety News, has 
aggregated about 32,500 copies. 
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Office and Volunteer Services 

Mr. BIGELOw: All of this requires a great deal of work; Mrs. 
Merrill, will you let us in on the secret of ‘‘what makes the wheels 
go ’round’’? 

Mrs. MERRILL: The Society is indeed fortunate in having a 
cohesive and co-operative clerical staff, under the guidance of Mrs. 
Helen B. Smith, who assists in the selection of office personnel and 
supervises the distribution of the vast amount of clerical work in- 
volved in carrying on our program. It is not necessary here to men- 
tion the high degree of thoughtfulness and tact which these re- 
sponsibilities entail. 

I want also to say that we have been most generously assisted by 
the volunteer services of Mrs. Marie Sterling and Mr. Harold R. 
Butler, who came to us through application to the Office of Civilian 
Defense. Miss Smith has already paid tribute to the volunteers in 
the glaucoma clinic. 


Finances 

Mr. BIGELOw: Although we have not had time to go deeply into 
any one phase of our work, what we have said this afternoon gives 
some idea of its ramifications. 

But all of these activities cost money. For the support of our 
program we are, of course, dependent on and indebted to public- 
spirited citizens. What, in general, is the Society’s financial con- 
dition, Mr. Yoder? 

Mr. THEODORE O. YODER, Membership Secretary: A forecast 
presented at the meeting of the Directors this afternoon shows that, 
owing to the continued support of our members and donors, the 
Society is in a sound financial condition. I wish there were time to 
give you the figures, but these will appear later in the financial 
statement of our annual report. 

Mr. BIGELOw: How many members and donors has the Society? 

Mr. YODER: We now have on the active rolls approximately 
26,..00—an increase of 2,500 during the past twelve months. In- 
deed, the year 1943 promises to be the best since 1930. 

Mr. BIGELOW: That is a most encouraging outlook, Mr. Yoder. 
Any organization must have a firm financial basis if it is to give 
the service for which it was established. 





Editorial 
Better Late Than Never 


E regret exceedingly the delay in the appearance of THE 
SIGHT-SAVING REVIEW, but must claim that it is, in a sense, 


a war casualty. 


It is needless to point out the demands of wartime emergencies 
on the medical and nursing professions, and on industrial, social 
work and educational leaders; and it is on these leaders that the 
REVIEW depends for articles and for guidance. Because of our 
recognition of the claims which are made on these busy people en- 
gaged in war or civilian services, we have felt that it would be un- 
fair to press them for material for specific dates, and have therefore 
awaited their convenience. 


Despite delays, we feel that what they give is worth waiting for, 
and we promise that all subscribers will get their full number of 


issues per volume. 











The Forum 








THIS section is reserved for brief or informal papers, discussions, 
questions and answers, and occasional pertinent quotations from 
other publications. We offer to publish letters or excerpts of 
general interest, assuming no responsibility for the opinions 
expressed therein. Individual questions are turned over to con- 
sultants in the particular field. Every communication must contain 
the writer's name and address, but these are omitted on request. 








The Organization of the Social 
Service Department of the 
Massachusetts Eye and 
Ear Infirmary 


Editor's Note.—The following re- 
port on the organization of the So- 
cial Service Department of the 
Massachusetts Eye and Ear Infirm- 
ary was sent to the National Society 
for the Prevention of Blindness at 
its request for the purpose of illus- 
trating to another hospital the de- 
velopment of medical social service 
in an eye clinic. It is a factual 
statement of the way the Social 
Service Department functions at 
the Massachusetts Eye and Ear In- 
firmary and is not presented as ideal 
in any way. The National Society 
for the Prevention of Blindness be- 
lieves it may be of interest to other 
Eye and Ear Hospitals or Eye Clin- 
ics which may be interested in de- 
veloping medical social service, and 
presents the material for that reason. 


The social service department is 
an integral part of the Hospital and 
the director of social service is di- 


rectly responsible for the adminis- 
tration of the department to the 
Director of the Hospital. An advis- 
ory committee is appointed by the 
board of managers. This committee 
consists of two members of the 
board of managers (one of whom 
serves as president of the commit- 
tee), two staff physicians, and two 
members of the ladies’ visiting com- 
mittee of the Infirmary. In addi- 
tion, the director of the infirmary 
and the assistant to the director are 
present at the meetings. Chiefs of 
both the ophthalmological and the 
otological staffs are invited to at- 
tend also. The members appointed 
by the board of managers serve for 
a period of one year. The advisory 
committee is scheduled to meet four 
times a year. The director of social 
service is free to bring before these 
meetings any matters of policy, 
planning, change of organization, 
new undertakings, reviewing of func- 
tions of the department, etc., upon 
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which she wishes discussion and 
advice. 

Direct planning for service to pa- 
tients is done mainly with the chiefs 
of the medical services, but changes 
are often presented to the advisory 
committee for discussion and ap- 
proval before putting them into 
effect. 


Personnel 

The complete social service staff 
consists of a director, an assistant 
director, six caseworkers, one follow- 
up worker (who also assists with 
stenographic work) and two stenog- 
raphers. The eye clinic has the full- 
time service of four caseworkers. 
This is for a clinic whose latest 
published statistical report (1942) 
showed 7,132 new patients admitted 
during the year, and a total of 
46,948 clinic visits during the year. 
Patients admitted to the eye ward 
in 1942 numbered 2,034 and are all 
included in the above figures, since 
all ward patients are admitted 
through the clinic. 


Organization of Work on Eye Service 

A social worker is assigned to 
take referrals from the clinic each 
day, the same worker carrying the 
patient socially if the patient is ad- 
mitted to the ward. (No worker is 
assigned to the wards, as such; all 
workers do both ward and clinic 
work.) 

One worker takes only patients 
with a diagnosis of glaucoma, and 


has responsibility for these patients 
in both the clinic and in the 
wards. 


Referrals 

There is no fixed rule as to how 
patients arereferred tosocial service. 
A combined method of referrals 
from doctors, nurses, administrative 
officers, and outside social agencies, 
as well as selection by the social 
worker, is used. The selection by the 
social worker, however, is usually 
selection within diagnostic groups 
which the ophthalmologists have 
agreed should be referred to social 
service because they present a po- 
tential social problem, e.g. glau- 
coma, tuberculosis, trachoma, inter- 
stitial keratitis, gonorrheal ophthal- 
mia, diabetes, and all malignancies. 

If by error, or oversight, a patient 
with one of the above diagnoses is 
not referred, the ophthalmologists 
expect the social worker to take 
responsibility for drawing the pa- 
tient to their attention. Other diag- 
nostic groups considered for referral 
are uveitis, iritis, optic atrophy, 
toxic amblyopia, separated retinas 
and patients with low vision (adults 
20/200 or less in both eyes; children 
with 20/70 or less in both eyes). In 
these latter groups, however, refer- 
rals are made with more selectivity 
in terms of a particular patient’s 
social need than on the basis of the 
diagnosis. We are attempting to 
have referrals made from the medi- 
cal staff as consistently as possible, 
as we believe working relationships 














204 


THE SIGHT-SAVING REVIEW 





with the ophthalmologists are more 
soundly established by this method. 
To use this method exclusively is 
not possible nor practical under 
present conditions, however. 

The social workers are not con- 
cerned with follow-up of medical 
treatment (except on glaucoma) 
unless some additional service to 
the patient is needed. Patients with 
trachoma, interstitial keratitis, gon- 
orrheal ophthalmia, etc., are fol- 
lowed until their eye treatment is 
completed, but in practically all of 
these cases, social treatment is be- 
ing given at the same time that they 
are coming for medical treatment. 

The social worker for the glau- 
coma patients, however, is in charge 
of the follow-up program for glau- 
coma, and carries that program 
with the help of the follow-up worker 
and volunteers handling the me- 
chanics of sending follow-up cards 
and keeping the file up to date. 
Each new glaucoma patient is re- 
viewed by the social worker, rou- 
tinely, to determine whether or not 
social treatment is indicated in ad- 
dition to follow-up. 


Records 

Three types of records are used in 
the department: 

(a) A fully recorded social record 
which is used for patients who need 
extensive social treatment. This 


record is kept with full identifying 
informationin thesocial service files. 

(b) A summarized record which 
is a socia! service sheet attached to 


the medical record stating the reason 
for referral, the social information 
obtained and a summary of the ac- 
tion taken by the social worker and 
showing the disposition of the case. 
These sheets are typed and signed 
by the worker. A sheet of this type 
theoretically is placed on the record 
of each patient known to the Social 
Service Department, even though 
there may be a much fuller record 
in the Social Service Department 
files. 

(c) The third form is a card which 
containsidentifyinginformationand 
financial data which is used for pa- 
tients whose only service from the 
social worker is arranging for pay- 
ment for glasses or prostheses. This 
is kept in the Social Service De- 
partment files. 


Qualifications of Social Workers 

Our standard of employment of 
social workers on the Eye Service is 
basic training for the medical social 
field, i.e., two years of graduate 
study in accredited schools of social 
work where preparation for medical 
social work is given. Whenever 
possible, we encourage workers to 
take special training in eye work, 
such as courses planned for eye 
workers by the National Society for 
the Prevention of Blindness. When 
this is not possible we have arranged 
for special lectures by members of 
our own ophthalmological staff. 
Workers should all be qualified for 
membership in the American Asso- 
ciation of Medical Social Workers. 
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Teaching 

The department considers one of 
its functions the field work super- 
vision of medical social master stu- 
dents, and has one or two in train- 
ing most of the time. One lecture of 
fifty minutes is given on medical 
social aspects of eye conditions to 
student nurses who affiliate at the 
Infirmary for a two months’ period. 
There is no regular formal teaching 
with the internes, although formal 
lectures on medical social problems 


in eye conditions have been given in 
the past. 


Community Relationships 

Social service staff members are 
encouraged to become members of 
committees related to children’s 
problems, rehabilitation, prevention 
of blindness, problems of the blind, 
and others which would promote 
their own development and growth. 


— Eunice W. WILSON 
Boston, Mass. 





Note and Comment 


Society’s New Motion Picture on Prevention of Blindness Re- 
leased.—An addition to the growing number of motion pictures in 
the field of health education is EyES FoR TOMORROW, a two-reel 
film, produced by the Emerson Yorke Studio for the National Soci- 
ety for the Prevention of Blindness, 1790 Broadway, New York 
City. Alois Havrilla is the commentator for the picture. 

EYES FOR TOMORROW stresses good general health as a prerequi- 
site for good eyesight. It also deals with the importance of pre- 
natal care as a means of reducing the amount of blindness caused by 
syphilis and gonorrhea; the conservation of vision among school 
children; the use of sight-saving classes for children with seriously 
defective vision; the necessity for regular eye examinations; meth- 
ods of treating glaucoma and trachoma; and the eye hazards of 
industry. 

The film, in 16 and 35 mm., will be distributed in the United 
States by the National Society for the Prevention of Blindness. 
Prints in 16 mm. are offered for sale at $50, or rental at $5 per day, 
exclusive of time in transit. A slightly altered version, with Spanish 
and Portuguese sound tracks, will be released throughout Latin 
America under auspices of the Office of the Co-ordinator of Inter- 
American Affairs. 


Oxford University Takes Up Prevention of Blindness.—An- 
nouncement has been received of the founding of a department of 
ophthalmic research at the University of Oxford. The aims of the 
department are the prevention of blindness, improvement of treat- 
ment of eye diseases, and the promotion of a higher standard of 
visual function throughout the country. 

Many specific objects of study are listed in the notes on ‘‘ Eye- 
sight and National Health’’ published by the University. Among 
the points mentioned are: cataract and glaucoma, accounting for 
70 per cent of blindness in later life, especially need biochemical 
research; the high incidence of “‘defective vision and squint’’ (20 
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per cent) in London elementary schools, as discovered by a 1937 
survey, contrasting with 13.2 per cent in rural children; problems 
of nutrition affecting vision; hereditary blindness; night blindness; 
eyesight protection in industry; and the value of orthoptics. 

Further information may be obtained from Mrs. deBoisse, Secre- 
tary of the Ophthalmological Research Endowment Committee, 
c/o University Registry, Oxford, England. 


American Board of Ophthalmology.— Effective January 1, 1944, 
the Executive Office of The American Board of Ophthalmology was 
moved to P. O. Box 1940, Portland 2, Maine. The Officers for 1944 
are: John Green, M.D., Chairman; Frederick C. Cordes, M.D., 
Vice Chairman; S. Judd Beach, M.D., Secretary-Treasurer; and 
Theodore L. Terry, M.D., Assistant Secretary. 

The 1944 examinations will take place in New York City, June 3, 
4; and in Chicago, October 5, 6, 7. 


About Glaucoma.— Mount Sinai Hospital eye clinic, New York, 
is organizing a special service for glaucoma patients; this service 
was stimulated through the efforts of the Society’s Committee on 
Glaucoma. Dr. Mark J. Schoenberg, chairman of this committee, 
recently took part in a Forum on Glaucoma arranged by the Phila- 
delphia Committee for the Prevention of Blindness. 

The tonometer checking station, located at the Society’s office, 
which is working towards standardization of tonometers as part of 
the campaign against blindness from glaucoma, reports that thus 
far ninety-seven of these instruments have been submitted for 
checking by eye physicians in various parts of the country, who 
have been sent reports on the condition of their tonometers. 


Pan-American Congress of Ophthalmology.—The Second Pan- 
American Congress of Ophthalmology, which was cancelled in 1943, 
is scheduled for November, 1944, in Montevideo, Uruguay. 

The scientific program already announced stands unchanged, one 
day being dedicated to each of the following Sections: 

1. Social ophthalmology—official reports of Commissions for Pre- 
vention of Blindness and Against Trachoma in America. 

2. Research in ophthalmology—dedicated exclusively to experi- 
mental and laboratory investigation in ophthalmology. 
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3. Medical ophthalmology—The Internal Committee of Scien- 
tific Organization has chosen four papers on glaucoma: 

a. The Preglaucomatous state, its diagnosis and treatment. 

b. New Ideas on Glaucoma Derived from Gonioscopy. 

c. Estimation and Mechanism of the Destructive Effects of 
Ocular Hypertension. 

d. Surgical Intervention in Glaucoma—How Far Can 
Medical Treatment Be Continued. 

4. Surgical ophthalmology—three papers on strabismus are on 

the program: 
a. Surgical Treatment of Paralytic Strabismus. 
b. Surgical Treatment of Heterophorias. 
c. Surgical Treatment of Concomitant Strabismus. 

There will also be papers on subjects elected by delegates. The 
Congress being tri-lingual, a summary of each paper in one of the 
two other languages will be projected on a screen while the paper 
is read in its original tongue, so that all may participate in the after- 
discussion. 

The First Congress was held in Cleveland, Ohio, in October, 
1940, when meetings of the International Congress were suspended 
because of the war. Attending were 240 ophthalmologists from 
United States and Canada, and 25 from the Latin-American Re- 
publics. President of the Congress is Dr. H. S. Gradle of Chicago; 
Executive Secretaries are Drs. Moacyr Alvaro of Sao Paulo, Brazil, 
and Conrad Berens of New York City. Chairman of the Committee 
on Prevention of Blindness is Dr. F. Belgeri of Buenos Aires. The 
official journal of the Congress is Ophthalmologia Ibero-A mericana, 
published quarterly in Brazil, under the editorship of Dr. Alvaro. 


Society Issues Industrial Manual.—On the basis of the findings 
of its study of fifty representative industrial plants (described in the 
SIGHT-SAVING REVIEW, December, 1942, p. 244), the Society has 
published a Manual for Use with Industrial Eyesight Protection 
Appraisal Form. This eight-page publication describes simply and 
briefly the necessary eye-saving facilities which should be available 
in every industrial plant, providing definite answers to the twenty- 
six questions appearing in the ‘‘Industrial Eyesight Protection 
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Appraisal Form.”’ Single copies of the Manual will be sent to any- 
one indicating an interest in the subject. 


School Health Service Report Form.— Readers of the REVIEW, 
especially those engaged in school health services, will be interested 
to know that the National Organization for Public Health Nursing 
has recently released its new “School Health Service Daily— 
Monthly Report Form,”’ together with instructions for using it. 

The form, which has been under consideration for four years, 
was tried out in various places before it was finally printed. It is 
designed ‘for use by the nurse doing school work as a part of the 
general eye program, and by the specialized school nurse. This rec- 
ord form includes, of course, the subject of vision testing. 


Ophthalmology in the War Years.— Under the editorship of Dr. 
Meyer Wiener, a two-or-more-volume work on the literature of 
ophthalmology during the war years, is planned. The first volume is 
to cover the period starting with the beginning of the war in 1940, 
until January 1, 1944, and the second volume will continue until 
after the cessation of hostilities, when there will be a free exchange 
of medical literature. 

In the pursuit of material, Dr. Wiener is requesting, for review 
purposes, any works on or pertaining to ophthalmology or of inter- 
est to the ophthalmologist. 

According to the plan, there are to be two separate aspects to the 
volume, as follows: (1) Running comment upon the outstanding 
contributions, going into such detail as is necessary for complete 
comprehension or for utilization as reference. Simple case reports 
or reviews or articles that do not contribute anything new will not 
be mentioned ; (2) Bibliographical listing of all articles, but without 
comment. 

The work was undertaken upon the recommendation of the Oph- 
thalmologic Section of the National Research Council, at the re- 
quest of Sir W. Stewart Duke-Elder, Williamson-Noble of Great 
Britain, Lieutenant Colonel Derrick Vail, the consulting ophthal- 
mologist to the American Expeditionary Force, and a number of 
other prominent American ophthalmologists. 





Current Articles of Interest 


Night Vision, William John Holmes, M.D. (Honolulu, T.H.), 
Archives of Ophthalmology, August, 1943, published monthly by the 
American Medical Association, 535 North Dearborn Street, Chi- 
cago, Illinois. 

Dr. Holmes, noting that relatively little attention has been paid 
to ocular function at minimal intensities of illumination, urges in- 
telligent co-ordination of lighting principles with fundamental oph- 
thalmological concepts in dealing with wartime lighting problems. 
Stress is laid upon the desirability of investigating the ability to 
discriminate detail and recognize lights throughout the visual field, 
instead of merely measuring speed and range of dark adaptation. 

The ability to see in dim light is determined by (a) visibility of 
objects, (b) ocular, (c) systemic, and (d) psychologic state of the 
observer. These factors are discussed in turn. 

The discussion closes with description of a few of the more gen- 
erally recognized methods of examination for night vision, with a 
list of definitions of lighting terms. 


The Parents’ Role in Orthoptic Training, Frances Walraven. 
American Journal of Ophthalmology, November, 1943, published 
monthly by the Ophthalmic Publishing Company, 837 Carew 
Tower, Cincinnati, Ohio. 

Miss Walraven stresses the importance of parents’ fully under- 
standing the meaning of binocular vision and technique of exercise, 
and of their appreciating the fact that length of treatment varies 
with the age of child, his age at onset of strabismus, and length of 
tenure of strabismus. Occlusion, partial or complete, is sometimes 
necessary, and the child’s attitude toward it will reflect that of his 
parents. Concentration on the child’s part is a sine qua non of 
success, and that concentration is stimulated principally by full 
and understanding co-operation of his parents. 





Book Reviews 


EDUCATION AND HEALTH OF THE PARTIALLY SEEING CHILD. Winifred 
Hathaway. New York: Columbia University Press, 1943. 216 p. 
For years we have been looking for a publication that would 

bring into one volume material relating to the education of par- 
tially seeing children in the United States. Valuable articles, pam- 
phlets, and parts of books dealing with this field there have been in 
abundance. But the one book that would tie together all important 
information the student of partially seeing children and sight- 
saving classes needs has been lacking. 

Now we have that book. In Education and Health of the Partially 
Seeing Child, Mrs. Hathaway has made a basic contribution to the 
literature on exceptional children. The fact that she discusses both 
“‘education”’ and ‘‘health”’ is significant, for the two necessarily go 
together in dealing with the child who has only partial vision. Eye 
health and mental health are especially important; and these in 
turn are closely related to general health. 

The book is appropriately divided into 4 parts, dealing respec- 
tively with (1) historical background; (2) administrative responsi- 
bilities; (3) educational responsibilities; and (4) community social 
services. It should thus be helpful to administrators, supervisors, 
and teachers; to educators, social workers, and nurses; and to all 
others who are interested in the total welfare of handicapped chil- 
dren. The technical value of the book is further increased by the 
5 appendices, treating in turn: (1) facts about the eye and eye 
hygiene; (2) methods of vision testing; (3) desirable equipment and 
lighting facilities in the classroom; (4) sources of equipment; (5) vo- 
cabulary of terms relating to the eye. A selected bibliography of 
basic texts and a list of sources of material conclude the volume. 

Administrative planning for partially seeing children, the author 
points out, should not be limited to the elementary school but 
should include provisions on junior and senior high school levels. 
Nor should it be restricted to urban areas. Partially seeing children 
in small communities and rural areas are quite as much in need of 
special attention as their city fellows, and several different ways 

211 








212 THE SIGHT-SAVING REVIEW 





in which appropriate arrangements can be made for them are 
suggested. 

Methods of conducting and financing sight-saving classes are dis- 
cussed in detail. The author holds that ‘‘ unnecessary segregation of 
any group defeats’”’ the purpose of modern educational objectives. 
She therefore advises a co-operative program, whereby partially 
seeing children participate with other children in regular classroom 
work not requiring close use of the eyes, and work in a specially 
equipped room and with a specially prepared teacher on lesson 
assignments and problems with which they need help. Co-operation 
with and by the parents on all matters affecting the child’s welfare 
is stressed as one of the essential elements of the program. 

The author speaks with authority as one who has pioneered in the 
education of partially seeing children, and she has had a large part 
in the guidance of the movement to its present proportions. With 
9,000 children provided for in 631 special classes, in 31 States, the 
Territory of Hawaii, and the District of Columbia, one kas reason 
to be encouraged at the progress that has been made since 1913, 
when the first class for partially seeing children in the U. S. was 
established in Boston. But, as the author points out, there are some 
50,000 more children waiting for help, struggling along as best they 
can with seriously defective eyesight, in the regular grades, in insti- 
tutions, or not in school at all. On the road ahead, the author sees 
the school of the future administered and equipped so that every 
child will receive the type of individual treatment which he needs. 
But until that time comes—and even when Utopia is reached— 
such books as this will be most helpful in guiding educational pro- 
cedures for children with special problems. 

—E tise H. Martens, Ph.D. 


Fit To Fiy. Malcolm C. Grow, M.D., Lt. Col., Medical Corps, 
United States Army; and Harry G. Armstrong, M.D., Captain, 
Medical Corps, United States Army. New York: D. Appleton- 
Century, 1942. 387 p. 

The book ‘‘Fit to Fly” is written by two experienced observers 
in the field of aviation medicine, Lt. Col. Malcolm C. Grow and 
Capt. Harry G. Armstrong. 

Among the many important aspects of aviation medicine dis- 
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cussed are the following: the procedure of the various examinations 
including that of the eye; mental hygiene; the use of stimulants; 
disease of the heart; examination of the nervous system; flying 
fatigue; protective devices; sensory illusions in flight; aviation acci- 
dents; the effect of lack of oxygen on aviators and the use of oxygen 
by aviators; and an excellent chapter on first aid. 

In writing the book the authors kept in mind those who are con- 
sidering flying and those who are actually beginning to fly, as well 
as the veteran flier. Although the book is written in a somewhat 
popular style and will, therefore, be read with understanding by 
any one interested in aviation, the data is scientific and the authors 
have brought their varied and wide experience into the writing of 
the text. 

Those interested in the eye will be especially stimulated by the 
chapter on the care of the eyes, in which the authors take up the 
prevention and treatment of external diseases of the eyes, including 
pink eye and other inflammations of the mucous membranes of the 
eye. Attention is given to burns and injuries as well as to the pre- 
vention and treatment of diseases of the interior of the eye. Espe- 
cially important is their discussion of defective night vision. They 
also briefly describe the correction of errors of refraction and the 
treatment of eye muscle imbalance. 

A great deal of attention is also given to the eye examination and 
to disqualifying defects. In the eye examination they take up the 
requirements of the pilot, combat observer, balloon pilot, and other 
technical personnel and outline the disqualifying defects, especially 
of visual acuity, depth perception and eye muscle imbalance. Espe- 
cial attention is given to color vision, accommodation and the field 
of vision. 

Another section of importance is that of sensory illusions in 
flight, in which they treat optical illusions from clouds and sensation 
of climbing when turning, as well as other illusions. 

The section on fatigue in flight is well covered and of course is of 
importance so far as the eyes are concerned. 

The last section on tropical diseases is of great value because of 
the increasing international character of aviation with the danger 
of exposure of flying personnel and travelers to unusual tropical 
diseases. 
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Although the text is well illustrated, more illustrations would 
have made the book, which is most interesting and easy to read, 


even more instructive. 
—COoNRAD BERENS, M.D. 


THE VERTEBRATE Eye. Gordon Lynn Walls. Bloomfield Hills, 

Mich.: Cranbrook Institute of Science, 1942. 785 p. 

This is an excellent work on the vertebrate eye and its adapta- 
tions to function. These data must necessarily come from the spe- 
cial fields of zoology and physiology, to say nothing of ophthal- 
mology. It is very unusual to find them so well co-ordinated in a 
single book without falling back on the jargon common to each 
specialty. Walls has accomplished this very nicely by the simple 
expedient of explaining his subject matter in very simple terms, 
defining the more unusual ones wherever necessary. As a result, 
the whole book is easy reading, especially when one considers the 
heavy subject matter that is sometimes presented. 

The book has been divided into three main parts. The first part 
has been called ‘‘ Basic”’ in which elementary facts have been set 
forth. Part II explains the effect of the environmental factors in the 
development of the vertebrate eye. Part III ‘‘ Traces the history of 
the eye, group by group, from the lowest living vertebrate to the 
highest.”’ 

The whole book is well put together. The type is clean and the 
illustrations are excellent. Especially careful attention has been 
paid to the index and glossary. 

Every ophthalmologist would do well to read this book, not only 
for the purpose of clarifying his thoughts upon some of the basic 
information about the vertebrate eye, but also to broaden his 
understanding by getting away from the narrow confines of human 


ophthalmology. 
—WILLIs S. Knicuton, M.D. 


ESSENTIALS OF INDUSTRIAL HEALTH. C. O. Sappington, M.D., 
D.P.H. Philadelphia: J. B. Lippincott Co., 1943. 626 p., il. 
While Dr. Sappington does not treat any one aspect of industrial 

health exhaustively, he has covered the field comprehensively. In 
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this comparatively small volume he has presented in an orderly 
fashion those phases considered essential for an understanding of 
the present status of this field and of the direction in which future 
advances will take it. The three parts, Industrial Health Adminis- 
tration, Industrial Hygiene and Toxicology, and Industrial Medi- 
cine and Traumatic Surgery, furnish a complete review for the 
experienced industrial hygienist and an account of the subject 
which will prove extremely valuable in orienting the beginner in 
this already complex field. 

The material on industrial vision, even for a work of this size, 
does not seem ample or sufficiently emphasized. Allusion and no 
more is made to pre-placement examination, and none to visual 
job analysis; the important subject of illumination is merely men- 
tioned. Toxicology, as it affects eyes, has not been separated from 
the usual categories and glossaries listing toxic compounds in the 
orthodox way. Doubtless, others engaged in special aspects of in- 
dustrial hygiene might feel that their own subject has been simi- 
larly handled. This probably only emphasizes the chief virtue of 
Dr. Sappington’s book—presentation of essentials in a vast field for 
orientation purposes. 


—JosEPH Lo-PreEstT1, M.D. 
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